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Abstract

Introduction: Approaches to health care have shifted from individual treatment delivered by
one health care provider, to an integrated care approach across health and social sectors
involving multiple health care providers who are collaborating across sectors. A main focus of
this research was to investigate the planning and development of the Cambridge-North Dumfries
Ontario Health Team (CND-OHT). The CND-OHT is currently one of 42 Ontario Health Teams
that are being implemented in the province according to integrated care (IC) principles.
The exploratory evaluation addressed a gap related to exploring initial planning and development
of the CND-OHT IC team. In addition, contextual factors and mechanisms for successful
integrated care efforts were explored within the evaluation. The exploratory evaluation answered
three research questions. Specifically, how are members engaging in planning and decision
making within the CND-OHT? How is the CND-OHT establishing a shared vision between
members? And, what are the key components of successful planning and development of the
CND-OHT? The exploratory evaluation drew upon realist methods, which provided a lens to
understanding facilitators and barriers to IC planning.
Methods/Research Design: Research methods involved an exploratory evaluation of CNDOHT planning processes and an evaluability assessment (EA), which is a form of exploratory
evaluation. A purposive sample of N=18 was recruited from CND-OHT members, where
members participated in focus groups and interviews. Thematic analysis was used to determine
overarching themes across the dataset.
Results: Five foundational partnership characteristics that foster transformational planning and
integration were identified. Specifically, accountability, appreciation and value of members,
optimism and hope, commitment to integration, and a “no ego” mindset. As well as, three
components that support the CND-OHT common vision, and three components that hinder the
CND-OHT common vision. Components that support the CND-OHT common vision include
collaboration, support, and trust. Components that hinder the CND-OHT common vision include,
fear and uncertainty to integration, lasting impacts of silos, and a disconnect between the
provincial government and the CND-OHT. Finally, four additional components were suggested
to support planning and service integration. The additional components that support planning and
service integration include goals, incentives, opportunities for member engagement, and shared
power.
Discussion and Conclusions: The exploratory evaluation provides useful information for the
CND-OHT, and other integrated health care teams regarding planning and decision-making
processes, and addresses an important gap in the literature in this area. A richer understanding of
service integration and planning may encourage IC teams to dedicate time and resources to initial
stages of integration that are necessary for success. The study also provides a rationale and
context for why IC teams should consider prioritizing the importance of trusting relationships,
commitment and a shared common vision.
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Cambridge-North Dumfries Ontario Health Team: An Exploratory Evaluation of Service
Integration Planning
Internationally, the need for innovative health care delivery systems has increased due to
a changing focus of health care around the world (Ouwens et al., 2005; Evans & Baker, 2012;
Wodchis et al., 2018; Stolee et al., 2015; Kirst et al., 2017; Breton et al., 2017; McClellan et al.,
2017; Wodchis et al., 2018). Approaches to health care have shifted from individual acute
treatment, to needing multiple health care providers collaborating across sectors (e.g., health,
social, community, and mental health) over longer periods of time (Ouwens et al., 2005; Evans
& Baker, 2012; Wodchis et al., 2018; Stolee et al., 2015; Kirst et al., 2017; Breton et al., 2017;
McClellan et al., 2017; Wodchis et al., 2018). This shift is due to an aging population
experiencing multiple chronic diseases, combined with a health care system that is at maximum
capacity, and is significantly fragmented (Ouwens et al., 2005; Evans & Baker, 2012; Wodchis et
al., 2018; Stolee et al., 2015; Kirst et al., 2017; Breton et al., 2017; McClellan et al., 2017;
Wodchis et al., 2018). Breton et al. (2017) define chronic diseases as non-acute events that last
for years, or indefinitely (Breton et al., 2017).
As the size of Ontario’s older adult (65+) population continues to increase, so does the
prevalence of chronic diseases (Finance, 2017; Ontario, 2019; Canada, 2020). Chronic diseases
accounted for 64% of all deaths across Ontario in 2015, and were estimated to cost $10.5 billion
(Ontario, 2019). The most common chronic diseases in Ontario include: cancers, cardiovascular
diseases, lower respiratory diseases, and diabetes (Ontario, 2019).
Patients who are experiencing multiple chronic diseases are often more vulnerable and atrisk for not receiving high quality care that coordinates services across relevant sectors (Nolte &
McKee, 2008). Ehrlich, Kendall, Muenchberger, & Armstrong (2009) define coordinated care
as:
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team-based primary and community care that delivers systematic, responsive and
supportive care to people with complex chronic disease care needs and includes: (1)
coordination and management of health care services for an individual client to create a
comprehensive and continuous experience; (2) coordination of providers to encourage
teamwork and shared knowledge; and (3) coordination of service delivery organizations
to create an integrated network (p. 622).
Vulnerability to lower quality care and challenges navigating the current siloed health care
system are suggested to increase due to: higher number of chronic diseases, functional and
cognitive challenges, and social vulnerability (Barnett et al., 2012; Kuluski et al., 2017).
Additionally, due to the way the health care system was developed and continues to be managed,
there is added complexity for patients (Nolte & McKee, 2008; Kuluski et al., 2017). Specifically,
it was developed to handle acute temporary care, where a patient may visit one health care
provider (Ouwens et al., 2005; Nolte & McKee, 2008). This is in contrast to the trajectory of
chronic diseases which last many years and require care to be provided by multiple providers
(Ouwens et al., 2005; Nolte & Mckee, 2008). Additionally, there continues to be a concentration
on managing diseases and symptoms, while often overlooking general quality of life, social, and
community care/support (Kuluski et al. 2017). In addition to enhancing a patient’s quality of life
and providing social and community care/support, many integrated care programs support older
adults to age-in-place. Aging-in-place is defined by Bookman (2008) as, supporting older adults
to be able to continue to live in their homes and be connected to health, community, and social
services that are appropriate for that specific individual. The above aspects should not be
overlooked, as these services are required to support the ability of patient navigation throughout
the health care system (Kuluski et al., 2017). For example, a patient may have received care from
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a hospital setting, but will require home care support after discharge to manage bathing and/or
cooking to continue living independently in the community. Today, patients and their caregivers
are often left to navigate a complicated system that is fragmented across health, community, and
social sectors. Such fragmentation across sectors poses concerns due to the numerous, varying,
and long-term needs of patients. Specifically, patient needs often consist of coordinated
transitions of patient records between health care providers, support with accessing services in
the form of system navigation, and varying forms of social (e.g., transportation aids), community
(e.g., nutrition support), and mental health (e.g., counselling) supports from a multiplicity of
providers (Kuluski et al., 2017). Negative outcomes in health care systems that are not
coordinated (i.e., fragmented or siloed) consist of decreased patient safety and health, decreased
patient and caregiver satisfaction with services, and inappropriate usage of health care system
resources (Kirst et al., 2017; Wodchis et al., 2016). Patients also are known to anecdotally report
poorer quality of life while experiencing a siloed health care system. Quality of life is defined as
a ‘broad multidimensional concept that usually includes subjective evaluations of both positive
and negative aspects of life’ (Flanagan, Damery, & Combes, 2017).
The combination of these challenges often experienced by an aging population, the
increasing need to collaborate across health care sectors, complex patient information
management, and new care treatments has led policy makers, program leaders, and service
providers to seek out ways to better manage long-term conditions, all while focusing on quality
of care, increasing system coordination, and reducing negative impacts of siloed health care
sectors through increased service integration (Tsasis, Evans, & Owen, 2012; Wodchis et al.,
2016; Kirst et al., 2017; Breton et al., 2017; McClellan et al., 2017; Tenbensel et al., 2017;
Wodchis et al., 2018).
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The current health care context creates challenges for individuals, caregivers, and their
families in accessing quality health and community care due to a lack of coordination between
health care providers (Wodchis et al., 2016; Kirst et al., 2017; Breton et al., 2017; McClellan et
al., 2017; Tenbensel et al., 2017; Wodchis et al., 2018). Integrated care (IC) programs have been
developed to address these challenges by better coordinating care across health, community, and
social sectors through multidisciplinary teams of providers engaging patients in care planning,
while also providing responsive and supportive care to patients (Ehrlich, et al., 2009; Wodchis et
al., 2016; Kirst et al., 2017; Breton et al., 2017; McClellan et al., 2017; Tenbensel et al., 2017;
Wodchis et al., 2018).
The Ontario Health Teams (OHTs) are an innovative integrated care (IC) provincial
program that is responding to the need for service providers to: work across health care silos,
increase service integration and quality of care for the many individuals with complex care needs
(i.e., more than two chronic conditions) (Ministry of Health and Long-Term Care, 2019).
As stated by the Ministry of Health and Long-Term Care, OHTs are being implemented to:
provide a new way of organizing and delivering care that is more connected to patients
in their local communities. Under Ontario Health Teams, health care providers
(including hospitals, doctors and home and community care providers) work as one
coordinated team - no matter where they provide care (Government of Ontario, n.d.).
However, there are significant challenges in developing and planning IC programs given
the complex, cross-sector linkages that need to be made between a diverse range of stakeholders
who collaborate in the planning of IC (Rodríguez, Langley, Béland, & Denis, 2007; Tsasis et al.,
2012). Tsasis et al. (2012) note that even though integration efforts have been implemented, the
evidence from evaluation research, patients, and providers is still suggesting cross-sector
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collaboration between providers to be extremely difficult. Service integration and planning is
challenged immensely due to complexity of the health care system, a lack of relationships
between organizations, a lack of compensation for integration, and top-down involvement in a
bureaucratic fashion (Tsasis et al., 2012). It has been noted that though facilitators and barriers to
integrated care have been documented and are thought to be similar in varying health care
systems, there is still a lack of evidence and understanding as to which specific integration and
planning processes facilitate integration and collaboration between providers (Tsasis et al. 2012).
Ouwens et al., (2005) note that though IC efforts are suggested to be effective, there is
little evidence related to what key components are impactful and how they are prioritized in
service integration. In addition, traditionally in health care systems there has been the hesitancy
from leaders and health care providers to collaborate due to the increased risk for patients if
collaboration efforts are unsuccessful (Nembhard & Edmondson, 2006). As well, there is little
willingness to be jointly responsible, a lack of collaboration, and shared decision-making due to
the power hierarchy that traditionally exists in health care systems (Nembhard & Edmondson,
2006). It is also suggested in the literature, that efforts should be placed on better understanding
overall service integration (Curry & Ham, 2010). Lastly, though many integrated health care
models have been suggested and implemented, there is limited evidence on key contextual
factors and key ingredients that make an integrated care program successful (Kodner &
Spreeuwenberg, 2002; Kirst et al., 2017).
Therefore, a main focus for this exploratory evaluation was to investigate the planning,
decision-making, and development of a single OHT site in the Cambridge-North Dumfries
region of Ontario. Specifically, this study investigated if key mechanisms (i.e., formation of
relationships, trust, and commitment), and contextual factors that have been identified in the IC
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literature (i.e., strong leadership, a shared vision, adequate time to develop relationships and
infrastructure, incentives, expertise, and flexibility in implementation) as related to success were
present between Cambridge-North Dumfries Ontario Health Team (CND-OHT) members in the
planning stages. As well, the COVID-19 pandemic has presented a very unique opportunity to
observe key facilitators, barriers, mechanisms, and contextual factors to CND-OHT planning
within a health care crisis situation. Within the critical realist literature, mechanisms are defined
as generative processes that are not experienced when individual components of a system are
analyzed separately. Mechanisms are also thought to influence reasoning of individuals (Smith,
2010; Kirst et al., 2017). Context is defined as the elements that facilitate or prohibit mechanisms
to exert their causal influence, and are the setting in which a program operates (Smith, 2010;
Kirst et al., 2017). Within complex social systems there is a range of interrelated contextual
differences that are likely to affect for whom, and in what circumstances a particular program or
intervention is successful or not (Pawson & Tilley, 2004).
The study is responsive to the needs of CND-OHT members, as they expressed the desire
to explore planning, decision-making, and components of successful planning and preparation.
As well, the study assesses CND-OHT readiness for a future process evaluation to better support
the CND-OHT in successful implementation. The exploratory evaluation also addressed a gap in
the integrated care literature related to the planning and development of integrated care
programs. In this sense, the evaluation investigated whether key mechanisms and contextual
factors that are found to be important to integrated care efforts are also present in the CND-OHT.
This gap exists as a result of program planning stages not being a primary focus of empirical
research, or the evaluation of these components in an evolving context (Hebert & Veil, 2004).
However, exploring the initial planning and development stages are important in order to achieve
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desired outcomes, support ongoing IC learning, and future implementation efforts. It is posited
by critical realist literature, that in order to promote demi-regularities (i.e. semi-predictable
patterns of human behaviour, and decision-making) in complex systems, an understanding of
context and mechanisms are required (Wong et al., 2021; Kirst et al. 2017).

Literature Review
Integrated Care
Integrated care (IC) has been defined in numerous ways in the literature. McClellan et al.
(2017) define IC as an intervention that incorporates multidisciplinary teams, increased patient
engagement, and the cross-sector collaboration of social, community, and medical care with the
overall outcome of reducing health care utilization, improving health, and patient/caregiver
satisfaction. Stakeholders involved in IC programs can vary; however, it is common for
stakeholders to include providers from the: primary care sector (e.g., general physicians or
family health teams), acute care (e.g., hospitals, and paramedic services), community care sector
(e.g., hospice and palliative care, long-term care), and social sector (e.g., mental health and
addiction services, disability support). Wodchis et al. (2016) describe how IC models share the
aim of increasing quality of care for patients and caregivers through coordinated delivery that is
focused on patient needs. Coordination is a key component within IC programs because often
patients with complex care needs are receiving a number of different health, social or community
care services from separate providers; thus, leading to care that is overlapping or with obvious
gaps (Wodchis et al., 2014; Kirst et al., 2017; Breton et al., 2017; McClellan et al., 2017;
Tenbensel et al., 2017; Wodchis et al., 2018). IC programs decrease overlap and gaps in health
care through intentional collaboration between a team of providers (Wodchis et al., 2014; Kirst
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et al., 2017; Breton et al., 2017; McClellan et al., 2017; Tenbensel et al., 2017; Wodchis et al.,
2018)
What Successful Integrated Care Programs Do
Integrated care is often operationalized differently depending on the specific
context and desired outcomes. Wodchis et al., suggest three common components of IC:
intentional collaboration, coordination, and a common care plan.
Intentional collaboration should occur within a team of providers who are jointly
responsible for patients (Wodchis et al., 2016). In practice, service providers initiate
integration through patient assessment and the development of a common care plan that
focuses on the patient’s particular needs (Wodchis et al., 2016). Currently, what is
experienced in health care is a lack of communication and coordination across health care
sectors. Coordination is implemented through active management of care for patients,
across care providers, and settings (Wodchis et al., 2016). In practice, service providers
from health, community, and social sectors must form linkages between one another
while continuing to focus on elements such as: a single point of entry, information
management, supporting the common care plan, and seamless patient transitions from
one care setting to the next (Kirst et al., 2017). Lastly, is the component of a common
care plan, or what can be referred to as clinical pathways (McAlister, Lawson, Teo, &
Armstrong, 2001; Wodchis et al., 2016). A common care plan provides a complete
outline of the chronic conditions, what steps will need to be taken, and what the expected
outcomes may be (McAlister et al., 2001; Ouwens et al., 2005; Wodchis et al., 2016). A
common care plan is also shared between service providers, case managers, patients, and
caregivers (McAlister et al., 2001; Ouwens et al., 2005; Wodchis et al., 2016).
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It is important to reiterate that though these three foundational components may
seem obvious, it requires a fundamental paradigm shift within the health care system.
Due to the engrained nature of siloed care and distinct sectors, it is still uncommon for
service providers of one patient to collaborate together. If the larger transformational
system change goal is to be achieved, program leaders and service providers must
approach solutions and system capacity, in an integrated fashion so that the patient can
be supported in a wrap-around manner (Kuluski et al., 2017).
In addition to the components suggested by Wodchis et al. (2016), there are four
common “pillars” involved in IC (Ouwens et al., 2005; Wodchis et al., 2016). Ouwens et
al. (2005) suggest that these common pillars support integrated care teams in reducing
fragmentation across silos and increased coordination.
The first pillar involved in IC is patient education and self-management support
(McAlister et al., 2001; Ouwens et al., 2005). Patient education is defined as, helping the
patient to understand what the patient’s conditions are and care management options
(McAlister et al., 2001; Ouwens et al., 2005). Self-management support is defined as,
making tools and resources accessible to patients so that the patient is better equipped to
manage their diseases confidently (McAlister et al., 2001; Ouwens et al., 2005).
The second pillar is clinical follow-up, and case management. Clinical follow-up
is defined as, following-up with a patient during and after treatment (McAlister et al.,
2001; Ouwens et al., 2005). Clinical follow-up is often done by a nurse through phone
calls or visits with a patient (McAlister et al., 2001; Ouwens et al., 2005). Case
management is the set of coordination tasks that are traditionally assigned to a case
manager (Moser, 2000; Ouwens et al., 2005). The case manager helps the patient
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navigate through the health care system in the most appropriate and accessible way
(Moser, 2000; Ouwens et al., 2005).
The third pillar involved in IC is multidisciplinary teams. A multidisciplinary
team is a group of service providers who collaborate and communicate with one another
to provide care to a patient or group of patients (McAlister et al., 2001; Ouwens et al.,
2005).
The fourth pillar involved in IC is feedback, reminders, and education for health
care professionals. The aim of feedback, reminders, and education is to ensure that
service providers have the necessary information to provide care to patients (Norris et al.,
2002; Ouwens et al., 2005). Typically, this information can come from several sources
including: the common care plan, medical records, IC databases, patients, and other
service providers (Norris et al., 2002; Ouwens et al., 2005). Further, service provider
education occurs before the provider consults with a patient (Norris et al., 2002; Ouwens
et al., 2005). Feedback to a service provider occurs after patient consultation (Norris et
al., 2002; Ouwens et al., 2005). Reminders can occur before, and after patient
consultation (Norris et al., 2002; Ouwens et al., 2005).
Components of an Integrated Health Care System
In ideal circumstances, health care delivery would be fully integrated at all levels,
dimensions, and degrees in order to better meet the needs of patients with complex needs;
however, this is not a yet a reality (Wodchis et al., 2014; Nolte & McKee, 2018; Valentijn et al.,
2013; Breton et al., 2017). Instead of seeing a fully integrated health care system, there are
varying ways to integrate care in terms of: (a) type, (b) breadth, (c) level, (d) degree, and (e)
processes (Wodchis et al., 2014; Nolte & McKee., 2018; Valentijn et al., 2013; Breton et al.,
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2017). Type refers to clinical, professional, organizational, system, and normative integration
(Valentijn et al., 2013; Wodchis et al., 2014). Specifically, clinical integration refers to care
services being coordinated (Valentijn et al., 2013). Professional integration refers to the extent
to which care services is coordinated across various disciplines (Valentijn et al., 2013).
Organizational integration refers to coordination of care services across organizations (Valentijn
et al., 2013). System integration refers to the alignment of rules and policies within a system
(Valentijn et al., 2013). Lastly, normative integration refers to the extent to which goals and
values are shared within a system (Valentijn et al., 2013). Breadth of integration is either
horizontal or vertical (Valentijn et al., 2013; Wodchis et al., 2014). Horizontal integration refers
to integration strategies that link similar levels of care (Valentijn et al., 2013). Vertical
integration refers to strategies that link different levels of care (Valentijn et al., 2013). Level of
integration occurs at the macro, meso, or micro system level (Valentijn et al., 2013; Wodchis et
al., 2014). Macro level integration entails system integration for all sectors involved in providing
care services (Valentijn et al., 2013). Meso level integration refers to organizational and
professional level integration (Valentijn et al., 2013). Organizational level integration aims to
build relationships and have care services co-produced and delivered across organizations
(Valentijn et al., 2013). Professional level integration refers to relationships within, and between
organizations (Valentijn et al., 2013). Micro level integration refers to the coordination of care to
patients across various professional, organizational, and siloed barriers (Valentijn et al., 2013).
Degree of integration represents segregation, linkage, coordination, and full system integration
(Valentijn et al., 2013; Wodchis et al., 2014). Specifically, the degree of integration combines
the length of time in shared commitment between organizations (i.e. short or long), and the level
of shared decision-making (i.e. low or high) (Valentijn et al., 2013). For example, organizations
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that are thought to coordinate services would have a moderate-high length of commitment, and a
moderate-high level of shared decision-making (Valentijn et al., 2013). Finally, processes of
integration are determined through bottom-up organizational innovation and culture change, or
top-down structural and systemic integration (Wodchis et al., 2014).
A literature review using thematic content analysis by Reed, Cook, Childs and
McCormack (2005) explored IC for older adults. The goal of the review was identifying key
concepts and definitions related to service providers and users’ experiences of integrated care,
and describing how integration was occurring (Reed et al., 2005). Several themes describing
integrated care strategies were presented by Reed et al. (2005).
The first theme was what the authors called macro strategies. Macro strategies occur at
the societal level, and are often implemented in the form of policies.
One example of an integrated national policy and service development that was
implemented was the Skævinge Project, in the community of Skævinge, Denmark (Stuart and
Weinrich, 2001). Denmark in the 1980s was facing similar problems that North America is
facing today with respect to decreased patient health outcomes, poor service satisfaction, and
increasing health care costs (Stuart & Weinrich, 2001). The population in Denmark was aging
and the solutions that were being applied were expensive institutional care that lacked quality
health outcomes (Stuart & Weinrich, 2001). The policy developed by the Commission on Aging,
mandated an integration of institutional and community-based services that were founded on the
needs of older adults (Stuart & Weinrich, 2001). The Commission recommended that in order for
older adults to maintain a high quality of life there would need to be a focus on continuity of
services, self-determination, self-care, and functional independence in national health care policy
(Stuart & Weinrich, 2001). Reed et al. (2005) seconded this recommendation by explaining that
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integration at the macro (system) level needs to be supported by policies that are founded on
population needs and fosters community-based care (Reed et al. 2005).
An independent evaluation analyzing the outcomes of the health care restructuring in
Skævinge, Denmark was conducted for the years of 1984-1997 (Stuart & Weinrich, 2001). The
evaluation determined that there were improvements in health status, reduced annual health care
costs per person for the municipality, and reductions in hospitalizations, especially for the oldest
older adults (Stuart & Weinrich, 2001). In addition, it was reported that health care professionals,
political leaders, and citizens indicated high levels of satisfaction with the restructuring (Stuart &
Weinrich, 2001). Finally, researchers used multivariate analysis to further explain the factors
impacting the success of the Skævinge health care restructuring (Stuart & Weinrich, 2001). It
was determined that: (a) sufficient time was required to allow for health care development, (b)
health care professionals were motivated, and (c) there was an emphasis on prevention within the
Skævinge health care restructuring that allowed these efforts to be successful (Stuart &
Weinrich, 2001).
The second central theme in the Reed et al. (2005) review relates to meso
strategies. Meso strategies of integrated care are focused on reducing fragmentation
through vertical and horizontal integration, in order to promote collaboration and
coordination across sectors through multidisciplinary team-based care (Reed et al., 2005).
Meso strategies, such as organizational integration, are important to consider due to the
number of different health care settings and individuals experiencing complex needs (e.g.,
older adults with multiple chronic conditions) (Reed et al., 2005).
Ross & Tissier (1997) examined meso strategies of IC through a mixed methods
case study of organizational coordination. The care intervention took the form of a multi-
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disciplinary team focusing on care management (Ross & Tissier, 1997). Within the
intervention, a social worker functioned as the care coordinator, who worked alongside
two family health practices and a registered nurse who was jointly responsible for
assessment and referrals from the practices (Ross & Tissier, 1997). Care management and
coordination was seen as foundational in this intervention as referrals came from
multiples sources, specifically: (a) family members or community members, (b) general
practitioner (GP) or local clinic, (c) hospital, (d) social service, (e) registered nurse, (f)
other health care professional (e.g., physiotherapist, or mental health professional), or (g)
day hospital or day centre (Ross & Tissier, 1997). It was reported that the
multidisciplinary team found that having different types of care professionals was
beneficial. Specially, a range of professionals allowed for discussion on care and
negotiation of division of labour, which subsequently improved communication and
helped avoid duplication of services (Ross & Tissier, 1997). Physicians were reported to
have valued the improved communication and care management (Ross & Tissier, 1997).
Specifically, GPs appreciated having a single entry and contact point that made giving
and receiving feedback, and discussing care plans more efficient, and streamlined (Ross
& Tissier, 1997). In addition to positive aspects of organizational coordination, there are
some inherent difficulties in integration efforts across organizations. Within the Ross &
Tissier (1997) case study, the authors described situations where reluctance was
experienced from the social service sector in accepting authority from a registered nurse,
as well as, difficulties in sharing information between health and social service sectors
(Ross & Tissier, 1997).
The third, and final theme found in the Reed et al. (2005) review was micro
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strategies. Micro strategies occur at the individual service user level and aid in care
planning, management, and coordination (Reed et al., 2005).
A specific example is that of integrated care pathways (Reed et al., 2005). Walker
& Haslett (2001) examined the impact of continuity of care on a patient’s health journey
(Walker & Haslett, 2001). In one facet of the study, the authors focused on strategies that
would support older adults’ navigation and access to health care services (Walker &
Haslett, 2001). The example was given of a care manager whose role was to aid the older
adult across organizational settings, thereby facilitating seamless transitions through care
pathways (Walker & Haslett, 2001).Throughout the integrated care program literature,
care managers have been discussed as foundational to increasing coordination and
planning of care and promoting communication between health care professionals,
patients, caregivers, and service users (Walker & Haslett, 2001; Wodchis et al., 2014,
Kastner et al., 2019; Breton, 2017; McClellan et al., 2017; Kirst et al., 2017)
Outcomes of Integrated Care
An analysis of 13 programs, noted that IC programs: (1) experienced variation in
how they were delivered, (2) were offered to many different populations, and (3) had
different processes and outcomes (Ouwens et al., 2005). In light of these findings they
concluded that IC programs had an overall positive effects on the quality of care that was
delivered to patients (Ouwens et al., 2005). More specifically, findings were reflective of
intended outcomes where patients were less frequently hospitalized, providers adhered to
IC guidelines, functional health outcomes improved, and higher satisfaction was reported
(Ouwens et al., 2005). Outcomes found from other literature sources and reviews
included: (1) patient engagement is a strength (Stolee et al, 2015), (2) community health
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care services were more accessible and decreased admission to long-term care (Beland et
al., 2006), (3) improved quality of care, having to be admitted to acute care less, and
experiencing better quality of life overall (Counsell et al., 2007), and (4) very positive
patient and caregiver satisfaction (Herbert and Veil, 2004).
Four Phases of Implementing Integrated Care
Wodchis, Baker, Kuluski, Shaw, & Steele Gray (2019) suggest in their chapter on
implementing IC, that the planning and development of IC fall into four distinct areas. These
areas include: (1) initiative and design, (2) experiment and execution, (3) expansion and
monitoring, and (4) consolidation and transformation.
Initiative and Design revolves around bringing together the IC team, and developing a
proposal to reflect who the population receiving care will be, how care is to be provided, and
agreeing on terms of reference (Wodchis et al, 2019). Experiment and Execution largely revolves
around developing and executing a strategic plan between team members (Wodchis et al, 2019).
Expansion and Monitoring expands implementation and service delivery through new locations,
outcomes are monitored, and agreements are reviewed as needed (Wodchis et al, 2019). Finally,
Consolidation and Monitoring occurs when the IC team is at a mature state, is fully
implemented, and performance can be monitored (Wodchis et al, 2019).
Within these four phases there are certain activities that should be included to make
integrated care efforts more successful. These are: (1) commitment, (2) roles and tasks, (3) interprofessional teamwork, (4) delivery system, (5) client-centeredness, (6) quality care, (7)
performance management, (8) results-focused learning, and (9) transparent entrepreneurship
(Wodchis et al, 2019).
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Facilitators and Barriers to Integrated Care
Facilitators and barriers to implementation of IC are components related to the
context of a developing IC program, and have the potential to impact overall success,
outcomes, and service integration (Ouwens et al., 2005; Reed et al., 2005; Kaplan et al.,
2010; Ling, Brereton, Newbould, & Roland, 2012; Evans & Baker, 2012; Kirst et al.,
2017; McClellan et al., 2017; Wodchis et al., 2016).
A realist review of IC evaluative literature was conducted by Kirst et al. (2017).
The authors focused on identifying key components that lead to the success or failure of
these IC programs in achieving desired outcomes. Outcomes of interest related to reduced
health care utilization, improved patient health, and improved patient and caregiver
experience (Kirst et al., 2017). Kirst et al. (2017) explain that contextual factors, such as
the facilitators and barriers explained below provide the context in which IC programs
operate. Kirst et al. (2017) emphasize that contextual factors have a causal influence on
stakeholders’ reasoning and behaviour. This impact on reasoning and behaviour can
influence IC program implementation and subsequent outcomes (Kirst et al., 2017). In
Kirst et al. (2017) realist review, it was found that in addition to key contextual factors,
the mechanisms of trusting multidisciplinary relationships, and provider commitment to
an IC model impacted overall success of IC programs.
Kaplan et al., (2010) suggest that facilitators to quality improvement in health care
efforts (e.g., integrated care programs) can be thought of representing three distinct levels
of context within a health care system or IC program. Specifically, Kaplan et al., (2010)
refer to microsystems within health care as small groups of individuals that work together
regularly to provide care. In addition, the microsystem is thought to impact contextual
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factors such as team leadership, motivation and capability to change, and group climate
(Kaplan et al., 2010). It is suggested that leadership within a microsystem should focus
on being inclusive to those involved in providing care (Nembhard & Edmondson, 2006;
Kaplan et al., 2010). Motivation and capability for change within a microsystem includes
the attitudes towards change (i.e., integration) and awareness of obstacles, the
development of strategic planning to implement desired changes, support from front-line
service providers, and advantages for service providers and patients (Stevenson et al.,
2001; Shortell et al., 2004; Kaplan et al., 2010). Lastly, group climate involves a sense of
safety within the microsystem (Nembhard & Edmondson, 2006; Kaplan et al., 2010).
The next level of context that is suggested by Kaplan et al., (2010) is the
macrosystem. Macrosystems reflect an organization or larger system that the microsystem
is embedded within (Kaplan et al., 2010). The macrosystem is thought to impact
contextual factors such as leadership from management and governing boards, a culture
of support, and overall capacity (Kaplan et al., 2010). Leadership from management and
governing boards was described to involve a vision and strategy, goals, commitment to
care efforts, governance support and monitoring, government support, knowledge of care
efforts, and physician and CEO involvement (Weiner, Shortell, & Alexander, 1997;
Shortell et al., 2004; Molfenter et al., 2005; Nembhard & Edmondson, 2006; Kaplan et
al., 2010). A culture of support incorporated components of creativity, attention to detail,
collectivism, and shared learning (Kaplan et al., 2010). Overall capacity in care efforts
was related to funding, overall resources, data management technology, and more time in
care efforts (Kaplan et al., 2010).
Lastly, Kaplan et al., (2010) refer to the environment as the community or society
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that the smaller micro and macro systems operate within. The environment incorporates
external influences to care efforts that are experienced by the micro and macro systems
(Kaplan et al., 2010). Furthermore, the environment incorporates components such as
innovation by external contributors, funding models, any perceived competition to care
efforts, any accreditation processes that must occur, and any resistance that may be
experienced (Kaplan et al., 2010).
In addition to the levels of context presented above, key contextual facilitators of
sustainable care integration are suggested by Evans & Baker (2012), to be largely
impacted by trusting relationships and commitment to service integration. Trusting
relationships and commitment to service integration are thought to provide IC
stakeholders with the foundation to develop a shared understanding of what integration
means and how integration efforts will be achieved (Evans & Baker, 2012). It is also
posited that a shared understanding within an IC team, promotes close collaboration and
coordination between stakeholders (Evans & Baker, 2012). Thus, when the mechanisms
of trusting relationships and commitment to service integration are supported through a
shared understanding and common contextual facilitators, they are likely to influence
service integration positively (Evans & Baker, 2012).
Key barriers to sustainable care integration are suggested to stem from the
historical impacts of a siloed health care system (Evans & Baker, 2012). Specifically,
organizations and stakeholders have functioned within specific health care sectors, with
differing goals and objectives, and receiving separate funding and support from the
government (Evans & Baker, 2012). Due to this historical separation between sectors,
organizations and stakeholders have the tendency to be protective over their
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organizations’ identity and autonomy when engaging in integration efforts (Evans &
Baker, 2012). As noted above, trusting relationships and a shared understanding help
alleviate barriers to integration.
Additional barriers discussed throughout the literature include: (1) varying focus
and content of IC (i.e. different goals and objectives, care strategies, and priorities
between stakeholders), (2) a lack of incentives to engage stakeholders, and (3) funding for
IC planning and development. Barriers also include a large time commitment required to
integrate care, length of time to develop collaborative and trusting relationships, length of
time to integrate organizations strategically and operationally, lack of integrated
technology systems for patient and record management, knowledge/expertise sharing,
difficulty working across sectors, and a lack of common vision (Ouwens et al., 2005;
Reed et al., 2005; Kaplan et al., 2010; Ling et al., 2012; Evans & Baker, 2012; Kirst et
al., 2017; McClellan et al., 2017; Wodchis et al., 2016). Even though there have been
facilitators and barriers to integrated care documented in the literature, there is still a lack
of evidence related to integrated care planning and decision-making processes (Tsasis et
al. 2012).

Why Ontario Health Teams?
Ontario is situated to handle acute health concerns, but is struggling with increasing
demand for care due to multiple chronic health conditions (Ontario Health Teams: Guidance for
Health Care Providers and Organizations, 2019). Patients, families, caregivers, and service
providers have expressed that the siloed health care system in Ontario is very challenging to
navigate successfully (Ontario Health Teams: Guidance for Health Care Providers and
Organizations, 2019). Individually, organizations and service providers are delivering quality
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care to their community of patients; however, when patient care stretches across silos, quality is
reported to drop (Ontario Health Teams: Guidance for Health Care Providers and Organizations,
2019).
Challenges are experienced by organizations and service providers that make providing
integrated quality care difficult. In addition to the barriers to successful service integration, listed
above, Ontario service providers also report: historical collaboration between organizations has
not been supported, organizations are funded separately, and there is a lack of common
accountability, and metrics to track performance (Ontario Health Teams: Guidance for Health
Care Providers and Organizations, 2019).
The above challenges and concerns have led the way for a different approach to
innovation and developing system capacity. Ontario Health Teams (OHTs) are striving to
transform the way health care, mental health, and community services are delivered to patients.
(Ministry of Health and Long-Term Care, 2019). Largely, this transformation will focus on
coordinating service providers to provide inclusive, wrap-around care over the course of a
patient’s care journey (Ministry of Health and Long-Term Care, 2019). In addition to providing
inclusive, wrap-around care, OHT programs partner closely with patients, families and
caregivers, and health care providers to enhance coordination of care (Ontario Health Teams:
Guidance for Health Care Providers and Organizations, 2019).
The Ontario Health Team model, described below, supports providers in integrating
services in order to better improve the health of a population (e.g., Cambridge-North Dumfries),
through care that is designed to meet a community’s needs (Ontario Health Teams: Guidance for
Health Care Providers and Organizations, 2019). An area of priority for OHTs is creating
opportunities to improve health care outcomes for vulnerable populations, such as: populations
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that do not speak English as a first language, individuals with Indigenous heritage, and
individuals within the LGBTQ2S+ community (Ontario Health Teams: Guidance for Health
Care Providers and Organizations, 2019). When proposing to work with Indigenous populations,
OHTs must demonstrate to the Ministry of Health and Long-Term Care that they are able to
provide culturally appropriate care for Indigenous people in their proposed population (Ontario
Health Teams: Guidance for Health Care Providers and Organizations, 2019). For example, this
could be achieved through community partnership with Indigenous governed organizations
where service is being integrated (Ontario Health Teams: Guidance for Health Care Providers
and Organizations, 2019).
In order for an OHT to begin planning and implementation, the OHT must demonstrate
four levels of readiness to reach full operational maturity (Ontario Health Teams: Guidance for
Health Care Providers and Organizations, 2019). The first stage is Self-Assessing Readiness
(Ontario Health Teams: Guidance for Health Care Providers and Organizations, 2019). Selfassessing readiness takes the forms of completing an OHT Self-Assessment Form (Ontario
Health Teams: Guidance for Health Care Providers and Organizations, 2019). The second stage
of readiness is Validating Provider Readiness, and includes having the Ministry of Health and
Long-Term Care evaluate if the OHT is ready to proceed to a full OHT application (Ontario
Health Teams: Guidance for Health Care Providers and Organizations, 2019). The third stage of
readiness is Becoming an OHT Candidate (Ontario Health Teams: Guidance for Health Care
Providers and Organizations, 2019). In the third stage of readiness, OHTs complete the full
application where they demonstrate key criteria (e.g., determining a population, opportunities
and challenges of that population, year 1 and 2 sub-populations, and key barriers for the
population), and can begin implementation (Ontario Health Teams: Guidance for Health Care
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Providers and Organizations, 2019). Lastly, the fourth stage of readiness for OHTs is Becoming
a Designated OHT (Ontario Health Teams: Guidance for Health Care Providers and
Organizations, 2019). OHTs in this final stage demonstrate readiness to receive integrated
funding, enter into an accountability agreement with the Ministry of Health and Long-Term
Care, and begin implementation (Ontario Health Teams: Guidance for Health Care Providers and
Organizations, 2019).
Approval was given to the first cohort of OHTs in the Fall of 2019 (Government of
Ontario, n.d.). In addition to the first cohort approved, an additional five teams were approved on
July 23, 2020, and another 13 teams were approved on November 18, 2020 (Government of
Ontario, n.d.). These three cohorts brought the total number of OHTs to the current total of 42
(Government of Ontario, n.d.). A main objective for the Ministry of Health and Long-Term Care
throughout OHT recruitment will be focusing on developing and supporting OHTs in areas
where there are current service gaps (i.e. no OHT currently) (Government of Ontario, n.d.). The
Ministry of Health and Long-Term Care will invite leaders working in these identified areas to
complete a full OHT application, while continuing to support existing OHT partnerships
(Government of Ontario, n.d.).

Ontario Health Team Framework and Model
The OHT Model of IC encourages patient-centered care, and improving health for a
population within a geographic location (Ministry of Health and Long-Term Care, 2019). The
OHT Model of IC is suggested to be achievable through implementing care attuned to local
needs in planning, design, delivery, and evaluation (Ministry of Health and Long-Term Care,
2019). An OHT at the stage of full operational maturity will incorporate the following (Ministry
of Health and Long-Term Care, 2019):
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● Coordinated continuum of care for a defined population, and geographic region;
● Access to 24/7 coordinated care, and system navigation services to aid in
seamless transitions;
● Focus on outcomes linked to “Quadruple Aim” which are: (a) improved patient,
and population health outcomes; (b) improved patient, caregiver, and family
experience; (c) improved provider experience; and, (d) value;
● Measured against a standardized performance framework;
● Operate within an accountability framework;
● Be based on an integrated funding envelope;
● Reinvest into frontline care;
● Offer digital choices for patients to access health information;
●

Use digital tools to communicate, and share information between providers.

The OHT model of IC requires a role to support the development of the above
components. The Transformation Lead is a dedicated role within the OHT, and is key to
OHT planning and development, and supports many of the linkages that are being
fostered between member organizations and the larger community. For example, in the
CND-OHT, the Transformation Lead plans and facilitates many of the meetings that
occur between CND-OHT members, is integral in strategic planning, communicates with
various stakeholders, and provides a high level of leadership within the CND-OHT. In
practice, the Transformation Lead may collaborate with the Chairs of different meetings,
plan a meeting agenda, and send this agenda out to all CND-OHT members.
Simultaneously, the Transformation Lead may be communicating back and forth with
certain community organizations to organize a training session that may be helpful to
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members. On top of these tasks, the Transformation Lead could also be potentially be
engaging with CND-OHT members, and recruiting volunteers to take leadership on
various projects of interest within the CND-OHT.

Cambridge-North Dumfries Ontario Health Team: Program, and Partnership
Description
Program Description
The percentage of adults aged 65 years and older experiencing chronic diseases in the
Region of Waterloo was 80% in 2015 (Waterloo, 2017). Similarly, to the most common chronic
diseases reported in Ontario, the Region of Waterloo’s top chronic diseases included cancers,
cardiovascular diseases, and lower respiratory diseases (Waterloo, 2017). Highlighting the
context within the Region of Waterloo is important in order to better understand the context in
which the Cambridge-North Dumfries Ontario Health Team is providing care.
The Cambridge-North Dumfries Ontario Health Team (CND-OHT) is one of the many
developing OHTs in Ontario, and is located within the Region of Waterloo. CND-OHT members
came together to develop their full application in 2019 and was designated as an OHT Candidate
at that time.
The overall structure of the CND-OHT consists of three main committees that include the
Joint Board, Steering, and Operations Committee. The Joint Board Committee provides overall
high-level guidance and governance to members within the CND-OHT (e.g., manages strategic
plan and financial agreements). The Steering Committee provides action related to day-to-day
running of the CND-OHT (e.g., develops strategic plan and member agreements, develops IT
sharing strategies, and sets performance targets). Finally, the Operations Committee’s focus is to
provide operational support to the Steering Committee (e.g., provide guidance and support on
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issues, oversee hiring, and act as a liaison). Two additional committees that will provide input in
the way of lived experience, and expertise are the Patient, Family and Caregiver Committee, and
the Primary Care and Specialist Committee. Due to COVID-19 the Patient, Family and
Caregiver Committee and the Primary Care and Specialist Committee are not yet implemented.
The CND-OHT is made up of 18 partner organizations with a total of 35 individual
members. Members are drawn from various sectors within the Region including: (1) primary
care, (2) acute care, (3) long-term care, (4) palliative care, (5) community health, (6) housing and
social services, and (7) mental health and addiction services. Services from the community
health, housing, and social sectors include community-based rehabilitation services, home care,
supportive housing, day programs, and food supports.
At this current point in time, largely due to the global pandemic, the CND-OHT has
completed the Initiative and Design phase of planning and development with current efforts
falling within the phase Experiment and Execution. However, the efforts are still at an immature
stage and strategic planning has been halted due to COVID-19 and managing local community
crises. More specifically, thus far in planning and development there has been concentration on
integrating systems technology to allow for enhanced information flow and knowledge sharing
between members. As well, there has been a concentration on relationship development and
collaboration.
Community Partnership Description
The described research project developed out of a strong existing relationship between
the Community Psychology program at Wilfrid Laurier, and Lang’s Farm Village Community
Health Centre (hereafter, Langs). Langs is a neighbourhood-based organization and was the main
community partner for the exploratory evaluation. Langs is also the lead organization in the
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development of the CND-OHT. Specifically, Langs was the lead organization during the
application stage of CND-OHT development, as well they are the contact for the central
evaluation that is occurring through the Ministry of Health and Long-Term Care. Langs is a
diverse service organization that is invested in the development of their community, and was
integral to the development of the CND-OHT (Langs, 2018). Langs was the ideal partner for this
project as they are a community leader who is highly invested in strategic planning, and
knowledge development that meets the community's needs (Langs, 2018).
In the relationship development stage of the project, Dr. Maritt Kirst contacted Langs to
determine if there was interest in collaborating on evaluation efforts with the CND-OHT and
Wilfrid Laurier University. After an initial conversation to determine interest in the project, the
researcher developed a research proposal presentation in which she presented to CND-OHT
members in June of 2020. The proposal presentation allowed CND-OHT members the
opportunity to guide and give feedback, on evaluation questions that they were interested in
exploring in the proposed exploratory evaluation. For example, there was a desire to ask and
investigate the impacts of COVID-19 on CND-OHT planning. Steering Committee and Joint
Board Committee members were also involved in reviewing and giving feedback on a logic
model that was developed as part of the project. Specifically, feedback was given on if the logic
model accurately explained the structure of the CND-OHT in a way that would be helpful to
members and service providers further along in implementation. CND-OHT members also had
the opportunity to review interview questions, give feedback, and determine if the questions
would be readily understood by participants. In addition to feedback on evaluation and interview
questions, there were regular weekly check-ins with the researcher and the Transformation Lead.
Check-ins between the researcher and the Transformation Lead were a scheduled time where
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concerns regarding the project were discussed, updates were given, and timeline issues could be
discussed collaboratively.
A main objective for this exploratory evaluation was to investigate OHT planning and
development of a single site, Cambridge-North Dumfries. The CND-OHT was interested in
exploring several aspects of planning and development in their site. Specifically, they were
interested in investigating if key mechanisms (i.e., formation of relationships, trust, and
commitment), and contextual factors (i.e., strong leadership, a shared vision, adequate time to
develop relationships and infrastructure, incentives, expertise, and flexibility in implementation)
were present between Cambridge-North Dumfries Ontario Health Team (CND-OHT) members
in the planning stages. Exploring the planning and development of the CND-OHT was relevant
for the following reasons: implementing IC in complex siloed systems creates challenges for IC
leaders, service providers, and patients alike (Wodchis et al., 2016; Kirst et al., 2017; Breton et
al., 2017; McClellan et al., 2017; Tenbensel et al., 2017; Wodchis et al., 2018). Understanding of
planning, development, contextual factors, and mechanisms help facilitate the CND-OHT to
meet criteria of the OHT Framework and enhance patient outcomes in future implementation
phases. In addition, the exploratory evaluation provides information that the CND-OHT may
share or discuss at Rapid Improvement Support and Exchange (hereafter, RISE) events, though
no direct linkage exists between the exploratory evaluation and RISE (Forum, 2021). RISE aims
to provide all OHTs with the opportunity to learn from one another and improve IC efforts
(Forum, 2021). CND-OHT members may use the knowledge gained from the exploratory
evaluation to inform learnings between OHTs at RISE events.
In addition to points noted above, the exploratory evaluation serves as a first step in
evaluation before a planned process evaluation occurs.
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Research Paradigm
The exploratory evaluation draws from the realist evaluation approach in its design and
thus, a critical realist paradigm was used to guide the study. Drawing upon a critical realist
paradigm provides a way to ground the evaluation of complex health care systems in explanatory
theory (Bhaskar, 2008; Cruickshank, 2012; Sayer, 2012). Complex systems are described as
involving many separate but interacting components, uncertainty in impact on outcomes, and
requiring a long timeframe for change within the system (Douthwaite, Mayne, Mcdougall, &
Paz-Ybarnegaray, 2017). Furthermore, approaching the exploratory evaluation from a critical
realist perspective aided in understanding what contextual factors within the CND-OHT were
impacting planning, development, and member relationships.
From a critical realist perspective, there are three ways to look at events in our world: the
real, the actual, and the empirical (Sayer, 2012; Bhaskar, 2008). The real can be natural or social
events and have certain structures, causal powers, behave in particular ways, and are susceptible
to change (Bhaskar, 2008; Sayer, 2012). The actual refers to events that happen when the causal
powers are activated (Bhaskar, 2008; Sayer, 2012). The empirical refers to the experience of the
real and the actual, though some experiences are unobservable (Bhaskar, 2008; Sayer, 2012).
The exploratory evaluation was anchored in a postpositivist way of acknowledging the
world and understanding reality; specifically, through critical realism (Cruickshank, 2012).
Though critical realism rejects positivism, it does not reject that knowledge can be applied in a
positivist manner to assist advancement in multiple areas (Cruickshank, 2012). Specifically, from
a critical realist perspective, understanding related to IC is able to be positively applied to
advance health care knowledge in a non-positivist way (Cruickshank, 2012). Ontological basis in
critical realism is that of non-regularity and non-certainty (Bhaskar, 2008; Cruickshank, 2012).
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Theories that are suggested within critical realism, are thought to be uncertain and subject to
alternative explanations and advancement (Bhaskar, 2008; Cruickshank, 2012).
In summary, from a critical realist perspective, researchers do not have access to all
types of knowledge; knowledge is seen as subject to change, and is uncertain (Bhaskar, 2008;
Cruickshank, 2012; Sayer, 2012). However, within critical realism a deep understanding and
explanation of mechanisms, contextual factors, and outcomes are achievable (Bhaskar, 2008;
Cruickshank, 2012; Sayer, 2012).

Theoretical Framework
Realist-Informed Exploratory Evaluation
The purpose of realist evaluation is to investigate mechanisms and the context in which
outcomes, may or may not, occur (Kazi, 2003; Kirst et al., 2017). Realist evaluation is grounded
in theory that describes how mechanisms operate within a certain context, and how these
mechanisms and contextual factors can generate desired outcomes (Kazi, 2003; Kirst et al.,
2017). Realist evaluation of programs allows researchers to explore what may work, for whom,
and in what contexts (Kazi, 2003; Kirst et al., 2017). Additionally, realist evaluation is able to
provide information in order to make a program more suited to the end user needs (Kazi, 2003;
Kirst et al., 2017).
Realist evaluation is a form of theory-driven evaluation, holding the view that programs
provide the context for theories to operate (Pawson & Tilley, 1997; Pawson & Tilley, 2004;
Astbury, 2013). Exploring IC programs requires the recognition that such programs are complex
social systems in and of themselves, within a complex health care system. Social systems all
have mechanisms that causally impact people by virtue of the individual’s position within the
social relationships; however, the causal influence that mechanisms possess is highly context
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dependent (Bhaskar, 2008; Smith, 2010; Cruickshank, 2012). This provides the understanding
that causal linkages within IC programs are inherently uncertain and emergent, while at the same
time possessing certain regularities (Douthwaite et al., 2003; Bhaskar, 2008; Patton, 2011;
Cruickshank, 2012; Kirst et al., 2017). This realist-informed exploratory evaluation has the goal
of exploring and documenting, if key mechanisms and contextual factors for IC program
implementation planning are present within the CND-OHT IC program planning and decisionmaking stages. The purpose of the evaluation is to support ongoing learning so that CND-OHT
members can respond to emerging impacts of their work, and adjust planning and
implementation efforts accordingly.
Understanding Realist Evaluation
Expanding on the above section, realist methods make two assumptions: ‘(1) no theory
can always explain nor predict all outcomes in every context, and (2) context impacts human
behaviour and choice. Thus, semi-predictable and recurring patterns of behaviour, known as
demi-regularities, are noted to occur’ (Pawson & Tilley, 1997; Kirst et al., 2017). Middle-range
theories are theories that underlie a program or intervention, and explain demi-regularities
through the interacting components of program context, mechanisms, and the subsequent impact
on outcomes (Pawson & Tilley, 1997; Kirst et al., 2017). Middle-range theories are developed
through repeated observation in empirical and evaluation projects, such as exploratory
evaluation, and lead to formalized context, mechanism, outcome, configurations (CMOCs), and
can help to transfer the findings of evaluations (Pawson & Tilley, 1997; Kirst et al., 2017).

The interaction of the concepts of the real, the actual, and the empirical lead to emerging
properties defined as generative mechanisms (herein referred to as mechanisms) that are not
experienced when individual components are analyzed separately (Smith, 2010). Mechanisms
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are also formed within social systems (Smith, 2010). Context is defined by Smith (2010) as the
elements that facilitate or prohibit mechanisms to exert their causal influence. Within complex
social systems there is a range of interrelated contextual differences that are likely to affect for
whom, and in what circumstances a particular program or intervention is successful or not
(Pawson & Tilley, 2004).
In the generative model of causation, explanation includes the social system or program
that underlies the mechanisms (X), the outcome that these mechanisms tend to produce (Y), and
finally, the elements of context that trigger or inhibit these mechanisms (C) (Pawson & Tilley,
1997; Pawson & Tilley, 2004; Smith, 2010). While mechanisms are always embedded in a
context of other mechanisms, they still are characterized by a particular structure and causal
power (Pawson & Tilley, 1997; Pawson & Tilley, 2004; Smith, 2010). Thus, while the unfolding
of mechanisms may never be exactly the same, their fundamental causal “tendency” is (Pawson
& Tilley, 1997; Pawson & Tilley, 2004; Smith, 2010). Any explanation of understanding what
works within a program must include all three of these elements, allowing us to hypothesize
middle-range theories that are represented in the form of context, mechanism, outcome
configurations (CMOCs) (Pawson & Tilley, 1997; Pawson & Tilley, 2004).
This research was largely informed and guided by two middle-range theories about the
implementation of integrated care programs, developed by Kirst et al. (2017) (i.e. trusting
multidisciplinary team relationships, and provider understanding of and commitment to an IC
model), and expanded with additional contextual factors suggested by Wodchis et al. (2019) that
are integral to successful planning and implementation of IC teams (see Figure 1.). Specifically,
the evaluation sought to further validate theories discussed in Kirst et al. (2017) and Wodchis et
al. (2019), and served as a foundation to understanding the seeds of CND-OHT key ingredients
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for success at planning stages, and thus informed the development of the evaluation questions,
interview guide (Appendix B), and interpreting data throughout analysis.
Two Middle-Range Theories as a Foundation for Implementation of IC Programs
A realist synthesis reviewing the integrated care program for older adult’s literature
conducted by Kirst et al. (2017) sought to evaluate evidence and identify key mechanisms, and
contextual factors that facilitated or prohibited the success of IC programs for individuals with
complex care needs. The realist review by Kirst et al. (2017) used data regarding IC programs,
and was obtained from international academic literature (12 electronic databases) and gray
literature (Kirst et al., 2017). In the review, the authors collected descriptive data such as: study
purpose, setting, design, and population (Kirst et al., 2017). More importantly, the authors were
the first to provide rich descriptions of mechanisms and contextual factors in attempts to explain
impacts on IC outcomes (Kirst et al., 2017). Through realist review methods, the authors
identified two Contextual Mechanism Outcome Configurations (CMOCs): (1) trusting
multidisciplinary team relationships, and (2) provider commitment to and understanding of an IC
model (Kirst et al., 2017).
Trusting Multidisciplinary Team Relationships
The first CMOC described by Kirst et al. (2017), is labelled trusting multidisciplinary
team relationships. As described in the section(s) above if we are to consider causality from a
realist perspective, to further inform CND-OHT program theory, we must consider how the
mechanism (i.e. trusting multidisciplinary team relationships) emerges when present in a
particular context (Pawson & Tilley, 1997; Pawson & Tilley, 2004; Smith, 2010). Kirst et al.
(2017) note that trusting relationships within multidisciplinary teams supports collaboration and
communication within IC teams, and increases coordination of care. As described by both Ross
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& Tissier (1997), and Reed et al. (2005) collaboration and communication within IC programs
are key processes that can help facilitate meso level integration across health care sectors, and is
important in the aim of reducing system fragmentation. Contextual factors that promote causal
influence of the described mechanism consisted of strong leadership to establish a shared vision.
Strong leadership was suggested to guide IC teams in care efforts and promote joint ownership
and accountability across organizations, trust, and collaboration (Kirst et al., 2017). Kirst et al.,
(2017) findings suggest that a shared vision was also an important component to building trust
between partnering organizations. A second contextual component in Kirst et al., (2017) findings
support that successful IC teams had more opportunities and time to build relationships between
partnering organizations. The third contextual factor presented by Kirst et al., (2017) was that of
organizational culture of team participation. A culture of team participation was noted to
strengthen relationships, encourage organizations to take an active role in care efforts, and
enhanced communication within the IC team (Kirst et al., 2017).
Provider Commitment to and Understanding of an IC Model
The second CMOC that is described by Kirst et al. (2017), is labelled provider
commitment to and understanding of an IC model. Kirst et al. (2017) describe that organizational
(i.e. CND-OHT) readiness has a large impact on overall provider commitment to and
understanding of an IC model, and thus, impacts the collective capacity of an organization to
implement desired changes. The exploratory evaluation is an opportunity to engage program
leaders and providers in determining the degree of organizational readiness, and an opportunity
to explore understanding philosophy of care that underlies IC programs (Ouwens et al., 2005).
Determining readiness of program implementation and understanding of an IC model ultimately
will impact logic modelling, and program theory that will be agreed upon by the CND-OHT
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Steering Committee. Thus impacting provider understanding, and future IC outcomes. Finally,
contextual factors identified by Kirst et al. (2017) that supported a strong commitment to and
understanding of an IC model consisted of: (a) strong leadership/organizational culture, (b) time
to build infrastructure, (c) provider expertise and training, (d) flexibility in implementation, and
(e) provider incentives.
Contextual Factors for Success in Implementing Integrated Care
There are contextual factors that have been found to impact the success of implementing
integrated care. Wodchis et al (2019) suggest six factors that should be incorporated when
integrated care teams are in the stages of planning and development. The first factor is labelled
Leadership and Governance (Wodchis et al, 2019). Examples of components within this factor
include an emphasis on trust and collaboration, building a collective history, transparent
communication, a commitment to goals, and encouraging patients to be engaged in care
(Wodchis et al, 2019). The second factor is Strategy and Design (Wodchis et al, 2019).
Examples in this factor include promoting service provider involvement, developing a strategy
for addressing key implementation issues, finalizing agreements between members, and
implementing care coordination (Wodchis et al, 2019). The third factor is Provider and Manager
Activities (Wodchis et al, 2019). Examples in this factor include identifying patients that will
benefit from integrated care, opportunities for patient and caregiver engagement, and providing
access to care for patients (Wodchis et al, 2019). The fourth factor is Teamwork (Wodchis et al,
2019). Examples in this factor include developing interpersonal relationships, clearly defining
roles, sharing patient information and developing the IT systems to support sharing of
information (Wodchis et al, 2019). The fifth factor is Funding (Wodchis et al, 2019). The only
component within this factor is developing a collective funding envelope (Wodchis et al, 2019).
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Lastly, is a factor called Performance Monitoring and Improvement (Wodchis et al, 2019).
Within this factor are components that promote the use of metrics to collect data on program
operations and outcomes, supporting program innovation and information sharing, and
opportunities for learning (Wodchis et al, 2019).
These six contextual factors work in overlapping and non-linear ways. Integrated care
teams involve different stakeholder groups within and outside the team. These stakeholder
groups may assume responsibility for certain aspects of these contextual factors. Therefore, this
study cannot think of these contextual factors operating in a stage like or linear manner.
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Wodchis et al. (2019)

Kirst et al. (2017)
Figure 1. Contextual Factors in IC Planning and Implementation that Impact Mechanisms of Trusting Relationships,
Commitment and a Shared Vision

Research Gaps and Questions

The exploratory evaluation addressed a gap in the literature related to the planning and
development of integrated care programs. In this sense, the evaluation investigated whether key
mechanisms and contextual factors that are found to be important to integrated care efforts are
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found in an integrated care program (CND-OHT). This gap exists as a result of program
planning stages not being a primary focus of empirical research, or the evaluation of these
components in an evolving context (Hebert & Veil, 2004; Tsasis et al., 2012). However,
exploring the initial planning and development stages are important in order to achieve desired
outcomes, support ongoing IC learning, and future implementation efforts. It is posited by
critical realist literature that in order to promote demi-regularities in complex systems, an
understanding of context and mechanisms are required (Kirst et al., 2017). The exploratory
evaluation addressed the following three questions:
1. How are members engaging in planning and decision making within the
CND-OHT?
2. How is the CND-OHT establishing a shared vision between members?
3. What are the key components of successful planning and preparation of
the CND-OHT?

Methods
This exploratory evaluation was conducted in the Region of Waterloo in partnership with
the Cambridge-North Dumfries Ontario Health Team (CND-OHT). Qualitative methods were
used to gather participant experiences in order to develop an understanding of how the CNDOHT was progressing in the planning and preparation process. It was prudent that participant
experiences and planning were investigated due to the fact that IC is a framework, and often is
developed differently in terms of focus and content of programs depending on the specific
context and desired outcomes (Ouwens et al., 2005; Wodchis et al., 2014). In order to better
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understand planning and preparation, key contextual factors and mechanisms were investigated
as suggested by Kirst et al. (2017); as well as, key contextual factors suggested by Wodchis et al.
(2019).
Research Design
As described by Wholey (2010), there are four types of exploratory evaluation. The four
types of exploratory evaluation include: evaluability assessment, rapid feedback evaluation,
evaluation synthesis, and small-sample studies (Wholey, 2010). The current exploratory
evaluation incorporated an evaluability assessment research design.
Exploratory evaluations are defined as being a method that is low-cost to stakeholders,
completed within a relatively short timeline (<6 months), and helps to deliver results and
recommendations that will be helpful to guide future evaluation work by stakeholders (Wholey,
2010). This exploratory evaluation was the appropriate choice of research design as it aligned
well with the interests of CND-OHT members, and members expressed interest in continuing the
partnership to further explore implementation in a future process evaluation. In addition, it was
an appropriate choice due to the ongoing global pandemic. CND-OHT members are currently
overwhelmed and burdened, at an organizational and CND-OHT level. The exploratory
evaluation addressed CND-OHT needs in a low burden and cost-effective manner.
An evaluability assessment (EA) is a form of exploratory evaluation that helps to identify
future evaluation design that will be useful, feasible, and assist with program implementation and
design if needed (Wholey, 2010). The three other types of exploratory evaluation were not
appropriate for CND-OHT for the following reasons. The three evaluation designs not used
either had a high cost on stakeholders (e.g., rapid evaluability assessment), irrelevant objectives
(e.g., estimating program effectiveness), or did not meet the available resources and timeline able
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to be allocated to the project. When deciding if an EA was the correct, and appropriate choice the
following matters were considered. Firstly, there was, and continues to be interest from members
of the CND-OHT in improving performance and an eagerness to commit to future evaluation
(Wholey, 2010). Next, EA is also an appropriate choice in complex programs in which
leadership and delivery responsibilities are distributed, evaluation criteria are unclear, and
program outcomes are not established (Wholey, 2010). Given the CND-OHT program
characteristics, and eagerness from members but with the extreme limitations experienced due to
the COVID-19 pandemic, conducting an EA was the correct choice for meeting our community
partner needs. As mentioned above, needs consisted of exploring: (1) what is working well in
planning and what are the current challenges, (2) what is the overall impact of COVID-19 on
planning and preparation, and (3) preparing and determining readiness for a future process
evaluation. A final consideration is that the process of conducting an EA is flexible and may be a
form of evaluation on its own, or an initial step in a larger evaluation (Wholey, 2010).
An EA starts with comparing and contrasting, expectations and assumptions of those who
will be most involved with evaluation efforts, and highly involved in the program (i.e., program
leaders) (Wholey, 2010). In this evaluation, this was achieved by presenting an evaluation
proposal to members of the CND-OHT Steering Committee, and asking for input on evaluation
questions and areas of interest. Next, expectations are compared with program reality, this is
demonstrated through the development of a logic model (Wholey, 2010). The logic model that
was developed was reviewed by the CND-OHT Transformation Lead, and submitted to the Joint
Board Committee for review and feedback. And finally, during the final phase the EA explored
which forms of future evaluation will be appropriate, after the initial EA (Wholey, 2010).
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Participant Recruitment and Data Collection
Purposeful sampling was used to recruit the participant sample for the project.
Specifically, the invitation to participate in the research was shared with all 35 members of the
CND-OHT, and those who wished to participate voluntarily did so (Alvi, 2016). During
recruitment, the only factor that participant groups were organized around was availability and
the committee they belonged to (i.e., Steering or Joint Board Committee). Potential participants
were sent an ethics review board approved recruitment script via email, and were invited to sign
up for a timeslot for an upcoming focus group that would be conducted over Microsoft Teams
(Alvi, 2016).
In addition to this general invitation, select participants were recruited by the
Transformation Lead to increase the breadth of experience in the sample, and add to the range of
perspectives (Alvi, 2016).
Data collection took the form of semi-structured focus groups and interviews, over an
eight-week timeframe (February 22, 2021-April 23, 2021). These focus groups and interviews
were conducted by video conference due to the ongoing global pandemic. An interview guide
was used in the focus groups and interviews to promote thoughtful discussion, and gain an
understanding of the CND-OHT planning and preparation process. The interview guide was
developed based on a thorough literature review and through consultation with the CND-OHT
members, to seek input with regards to areas that they were interested in discovering more about.
Focus groups were selected as the primary method of data collection as it was an efficient
option for members, and it provided rich discussion that might not have been supported if only
individual interviews were conducted. Overall, three focus groups (one hour each) were held
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with 14 members (total) involved in CND-OHT planning, governance, and implementation (e.g.,
Joint Board Committee and Steering Committee).
Interviews were the secondary form of data collection, and were reserved if a potential
participant could not attend one of the proposed focus group timeslots. Overall, there were four
individual interviews (one hour each) conducted with CND-OHT members. The final sample
totalled 18 participants.
Both focus groups and interviews were guided by the same interview guide with the
flexibility to explore emerging discussion differently with participants. Meaning, there was no
deviation from approved high-level topics; however, the more nuanced probes, and discussions
did vary depending on participants’ individual and shared experiences.
Audio recording was conducted at the time of data collection, the files were then
uploaded and saved to Dr. Maritt Kirst’s OneDrive account. After data collection, audio files
were transcribed without any identifying information, and uploaded to the above OneDrive
account. Audio files were deleted once transcribed in accordance with ethics protocols.
A briefing meeting will be held with the Transformation Lead, and Langs to review
findings, reflect on the research process, and overall partnership. A community report will be
developed and delivered before August 31, 2021 to the Transformation Lead, which will then be
delivered to the whole CND-OHT team for review and feedback.
Ethical Considerations
Ethical considerations consisted primarily of data collection and storage, due to the
online nature of data collection. Due to restrictions on conducting in-person data collection
during the COVID-19 pandemic, data collection was conducted over video conferencing
software. Audio recordings were saved on Dr. Kirst’s OneDrive account, which is password
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protected. To ensure that participant identities were confidential, an anonymous participant
number was linked to the participant’s name in a password protected participant key document.
The nature of focus groups and interviews allows for in-depth discussion and may include
identifying information. However, no identifying information was transcribed on the transcripts
that are currently saved and being retained. All participants were informed thoroughly before
they agreed to participate, and were given a copy of the informed consent form before data
collection took place. It was assumed that interview questions would not be emotionally
triggering for participants, but in the event they were, a list of resources was provided. Prior to
any presentation of results participants were able to reject having their quotes used in the thesis
and/or community report.
Data Analysis
A detailed process outlined in Braun and Clarke (2012) for thematic coding and analysis
was followed during data analysis. Braun and Clarke (2012) describe thematic analysis as a
method that systematically identifies and organizes patterns of meaning (themes) across a data
set. Within thematic analysis there are six detailed steps that were included in the coding process:

1. Transcribing and note taking
The overall goal in the transcribing process is getting to know the data (Braun & Clarke,
2012). This was achieved within the exploratory evaluation through listening to, and transcribing
each audio file. This process took on average, roughly five hours per one-hour focus group or
interview. Once all audio files were transcribed, transcripts were reviewed, and notes were made
in the margins. For example, notes regarding how participants understood situations they were
describing, and notes that helped to make sense of the semantics within the data.
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2. Establishing quality in the analysis
To enhance the quality of the analysis process, two transcripts were double coded by a
fellow Community Psychology Master’s Student. This student was provided with some basic
integrated care literature, the focus of the study and research questions, and then attended a
meeting to discuss the basic coding process. Two transcripts were given to the student to code.
This student completed two rounds of coding on the transcripts, with a check-in meeting with the
researcher occurring between rounds. After the two rounds of coding were completed,
similarities and differences between coding were compared. Four separate graphs were created
within NVivo to compare the percentage of the top 20 codes for both transcripts. Though there
were differences in the depth of codes the student provided, all parties agreed on most high-level
concepts and codes. For example, the Master’s student coded certain excerpts as “decisionmaking”; whereas codes related to “decision-making” by the researcher consisted of “consensus
in decision making”, “future in decision-making”, “honeymoon phase of decision-making”, and
“shared decision-making”. Similarity of top 20 codes from a Joint Board Committee transcript
was 50%. Similarity of top 20 codes from a Steering Committee transcript was 60%.

3. Coding transcripts
Braun and Clarke (2012) suggest that codes are the ‘building blocks’ within the
transcripts that are relevant to research questions (Braun & Clarke, 2012). Within the evaluation,
coding was conducted iteratively over multiple rounds, to refine and organize codes in a
meaningful manner. Coding for the evaluation was completed in a deductive and inductive
manner. Specifically, potential codes were informed by Kirst et al. (2017) CMOCs, and key
contextual factors suggested by Wodchis et al. (2019); however, codes were also informed by the
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emerging topics and concepts discussed by participants in an inductive manner.
Within the first round of coding, transcripts were entered into NVivo, and an initial round
of open coding in an inductive manner was completed. Transcripts were reviewed line-by-line,
and coded in smaller and larger excerpts of text. Excerpts were then assigned to one or more
codes (referred to as nodes in NVivo). This process was completed for all of the transcripts.
In the second round of coding, each transcript was reviewed a second time, and any
additional codes that may have been missed were then added.
In the third round of coding, each individual code was reviewed (e.g., “incentives”) to
determine if the excerpts within that code had been assigned correctly. Additionally, excerpts
may have been determined to better fit in another code. Another component to this stage
consisted of removing excerpts from codes that may have no longer been relevant. To
accomplish this, the coding stripe feature in NVivo was used. Coding stripes allow a researcher
to see where there is overlap in codes. A final component within this round was the addition of
annotations in NVivo. Annotations were written to reflect possible explanations for how codes fit
together to explain the CND-OHT planning process story.
Within the fourth round of coding, the coding framework was developed. At this stage in
the analysis there was a list of codes, but no thematic framework that organized codes in a way
that answered evaluation questions, and explained common themes in the data.
4. Determining overall themes
Braun and Clarke (2012) suggest that themes should be helpful in describing the story
throughout the data but in a way that answers research/evaluation questions. Again, this was an
iterative process to determine the organization of codes. When initiating the thematic framework,
it was helpful to reflect on what codes had in common, and could they be arranged under one

52
CND-OHT: An Exploratory Evaluation of Service Integration Planning
thematic heading. For example, there were multiple codes related to patient experience within
health care that were arranged under one thematic heading. This process continued until five
main themes were developed, and the thematic framework was completed.
5. Generating a final report
Themes will be presented in a way that connects them logically and meaningfully
emphasizing a story-like connection (Braun & Clarke, 2012). In order to deliver a product that is
useful and relevant this will be considered when preparing the final community report.

Personal Reflexivity
Positionality
The choice to be involved in a project that was focused on IC for a population with
complex care needs is rooted in my own personal experiences with older adults, and the longterm care system in Ontario. I have both experienced first-hand, and navigated through the siloed
health care system experiencing the many challenges this brings to service users, families, and
caregivers. Reflecting on this, I am undoubtedly committed to IC programs being implemented
within our health and long-term care system. This commitment though is something to be aware
of at the same time. Commitment to a certain program could potentially impact the articles I
have chosen to read within my literature review, how I decide to ask evaluation questions, and
the way I interpret themes within analysis. My positionality related to the research topic is
something I am aware of, and was an aspect that I reflected upon throughout the process of
completing this research project. Specifically, to enhance objectivity the following measures
were taken. When interviewing participants, questions and probes were not simply framed in a
positive manner. Participants shared aspects of planning and development that they believed to
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be working well; however, they also shared aspects they felt were not working or developing as
planned. In addition, interview questions were guided by literature and a theoretical framework
inspired by Kirst et al. (2017), and Wodchis et al. (2019). I also followed a systematic method
for analysis, as described in Braun and Clarke (2012). Finally, coding and analysis incorporated
having an additional Master’s student to be involved in the coding process to enhance the overall
level of reliability in coding.

Results
In the first section, results are presented to answer the question: how are members
engaging in planning, and decision making within the CND-OHT? The corresponding theme
heading related to this question is labelled, Foundational Partnership Characteristics that Foster
Engagement in Planning and Integration. Corresponding sub-headings include: Accountability,
Appreciation and Value of Members, Choice of Optimism and Hope, Commitment to
Integration, and a “No Ego” Mindset. This theme describes inherent values that CND-OHT
members hold when engaging in collaborative planning and decision-making. CND-OHT
members approach tasks with a foundation of being accountable to all members, are appreciative
of member efforts to help in a situation, and for differing perspectives on issues. As well, CNDOHT members hold a very hopeful outlook for the future of IC efforts and members are
committed to having care integrated locally. Finally, CND-OHT members engage in planning
and decision-making with a focus on what overall greater good can be achieved for patients, and
the community.
In the second section, results are presented to answer the question of how is the CNDOHT establishing a shared vision between members? The corresponding theme heading is
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labelled, Components that Hinder or Support the CND-OHT Common Vision. Corresponding
sub-headings include: Support for the CND-OHT Common Vision - The Formation of
Relationships, and Factors that Hinder the CND-OHT Common Vision. This theme describes
how collaboration, support, and trust are important in forming relationships between CND-OHT
members and a shared vision. It was found that in the context of COVID-19, CND-OHT
members first had to collaborate with one another in an immediate way, leading to the
development of a support network between members, and progressing to building trust, and
ultimately trusting relationships. Factors within this theme that hindered a common vision were
found to revolve around fear and uncertainty to integration, the lasting impacts of a fragmented
siloed health care system, and a disconnect between CND-OHT members, and the Ministry of
Health and Long-Term Care.
In the third section, results are presented to answer the question what are the key
components of successful planning and preparation of the CND-OHT? The corresponding theme
heading is labelled, Additional Components that Support Planning and Service Integration.
Corresponding sub-headings include: Goals, Incentives, Opportunities for Member Engagement,
and Shared Power Between High and Low Power Organizations. Findings in this section build
off previous sections by explaining additional components that were suggested to be important to
CND-OHT planning and preparation.
Sample Demographics
The recruited sample of program and clinical leaders totalled 18 members, demographic
forms were collected from a total of 12 members. Though not all member organizations
participated, participants represented all health, social, and community care sectors that are
included in the CND-OHT. Based off of the collected demographic forms, 25% of participants
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were between the ages of 45-54, while the majority (50%) of participants were between the ages
of 55-64. Participants who identified as female made up 58% of the total sample. 34% of the
sample had completed university/college and 58% had completed graduate school. 67% of
members volunteered from the Steering Committee and 33% of participants volunteered from the
Joint Board Committee. 33% of participants indicated that they had been involved with the
CND-OHT for at least a year, but not more than two years. The remaining 67%, have been
involved with the CND-OHT two years or longer (see Table 1).
Age

%

35-44

8

45-54

25

55-64

50

65+

17

Gender
Male

42

Female

58

Highest Level of Education
Completed High School

8

Completed University/College

34

Completed Graduate School

58

Role
Steering Committee

67

Joint Board Committee

33

Length of Time in CND-OHT
1 year – less than 2 years

33

2+Years

67

Table 1. Sample Demographics (N=12). (Total sample was N=18, demographic forms collected for N=12).
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Foundational Partnership Characteristics that Foster Engagement in Planning and Integration

Partnership characteristics are internal characteristics between CND-OHT members that
foster transformational planning and overall integration. These characteristics also support
foundational IC components and system integration, as suggested by Wodchis et al. (2014).
Additionally, these characteristics also support the overall aim of the OHT model; specifically,
of promoting collaboration, and coordination to improve patient health (Ministry of Health and
Long-Term Care, 2019).
1. Accountability
The structure of the CND-OHT, consists of 35 individuals, from 18 different
organizations. Many checks and balances must occur multiple times a week, if not every day, to
bring together all organizations. Members of the CND-OHT discussed accountability to three
stakeholder groups: (1) funders; (2) members; and (3) patients and caregivers.
When CND-OHT members are engaging in planning and decision-making there is an
ever-present accountability to authorities who deliver financial support. Specifically, there are
multiple levels of accountability to funders within the whole of the CND-OHT. At the time of
data collection, each individual organization may have had one or more funders, including an
overall funder for the CND-OHT (i.e., the provincial government). When a decision is on the
table, it was expressed by participants that accountability to funders is a concern when
approaching a problem and determining a solution. If there is a need to solve a problem at the
CND-OHT level, however, there is also a need to maintain checks and balances within the
member’s individual organization they are representing. As one participant stated, “I still have
an accountability to my funder” (participant #12).
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In addition to being accountable at the level of a member’s individual organization, there
is accountability that the CND-OHT as a whole, needs to be aware of as well. The provincial
government and tax payers are the main source of funding for the CND-OHT, and as one
participant stated, “that’s why we’re talking about the quadruple aim, [improved patient and
population health outcomes; improved patient, caregiver, and family experience; improved
provider experience and value] and not just experience. We have to balance experience with an
effective system, and really being fair to the taxpayer” (participant #17).
In addition to funders, CND-OHT members described prioritizing accountability to one
another, specifically through accountability to agreements. This accountability to members was
considered when determining how decisions were discussed, debated, and ultimately resolved.
As one participant describes, “for me the growth of a committee is when it says, we’re always
going to keep an eye on the terms of reference to make sure we’re holding up to them”
(participant #16). Participants expressed it was important that when considering decisions, they
referred back to the agreements they had made earlier. Agreements were a foundation that were
used as a starting point to discussion and debate in times when emotions may challenge decisionmaking efforts. Agreements were a tool to help make sound decisions. It did not mean that
decisions could not be made that departed from the agreements, but it was a concrete place to
start discussion between members and then go to a vote.
A final aspect of accountability, is accountability to patients and caregivers. Within the
CND-OHT there is a strong sense of responsibility and accountability to the individuals that are
being served by each member organization, and a prioritization of how they can change the
system to work in a more satisfactory way. Accountability to patient populations is demonstrated
by participant views on their roles in the CND-OHT. For example,

58
CND-OHT: An Exploratory Evaluation of Service Integration Planning
Giving the opportunity for input to member organizations provides some measure of
representation from the public in general. Which provides an element, one little element
of feedback from the grass roots about how the system can work more effectively and
efficiently (participant #16).
Accountability to patients and caregivers holds a prominent place in planning and decisionmaking thus far, and will continue in the future. As one participant advocates, “I think it’s
essential. We’re not manufacturing things, we’re in the business of taking care of people. I think
it’s essential to have a patient’s voice there” (participant #18).
2. Appreciation and Value of Members
The following characteristic that was present within the CND-OHT that contributed to
engaging in planning and decision-making, is the value and appreciation members expressed for
one another. When tackling decision-making, members value each other’s strengths, and
delegate tasks related to these strengths. Members speak about one another in a manner that
displays the value they have for one another. This is shown clearly as a participant explains, “I
think we are starting to realize that we all have our say. We are starting to find out the things
that we are good at. We look to each other” (participant #02). Other members felt an
appreciation during times of crisis, one participant states, “There is an inherent trust that was
enhanced through COVID. People seemed to appreciate the support offered by one another, and
respect the needs of one another” (participant #17). Finally, decisions are being approached
from a lens of valuing each member and ensuring they feel supported even if a role has to be
renegotiated.
3. Choice of Optimism and Hope
When engaging with one another in planning and making decisions, CND-OHT members
expressed an outlook of optimism and hope. They also expressed a general sense of optimism
and hope related to integrated care, and the challenging goal of system change. Members
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described feeling more positive about tough decisions, and expressed they are hopeful for change
in the future. One participant speaks about breaking down barriers between silos, “So when you
ask, you know, the goal is to make it more streamlined, less interference, more efficient care. I’m
optimistic, I would rather look at things as a half full glass than half empty” (participant #16).
There is a sense of optimism about what system change and integration could mean for patients
and caregivers in the future. There was a shared hope for less patient burden in an integrated
system,
It is exciting to think that a patient having one home [for their care] if you will, and not
having to repeat a lot of things [to many providers]. It’s just really exciting to think about
what it could be at the end game (participant #08).
Finally, there was optimism and hope expressed related to the opportunities that the CND-OHT
could bring for members.
4. Commitment to Integration
A fourth characteristic that emerged from the analysis was commitment to the integrated
care model, when engaging in planning and decision-making. CND-OHT members expressed a
high level of commitment to system integration, and revealed there was a level of commitment in
the Cambridge-North Dumfries area even before the formal development of the OHTs. As one
participant stated:
So, at the first meetings I heard numerous different member organizations mention some
of the things [that supported system integration] that had already been accomplished in
the CND sector. Things that matched the general direction that we were understanding
the Ministry of Health was hoping the OHTs would evolve to (participant #16).
When approaching various discussion points surrounding planning and decision-making,
members shared a commitment to system integration that allowed participants to be transparent,
and direct with proposed action items and challenged members to continue to learn.
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Finally, there was also the acknowledgement from members that there needs to be a level
of commitment from all members and stakeholders in order to create the transformational change
required to integrate the current system. A participant shares cautiously,
It’s certainly not a small undertaking [system change], we’re talking about a huge
transformation here and everybody is going to have a role to play. Not just bigger family
health teams or primary care, it’s going to be everybody. It’s going to take all us to really
reshape this (participant #08).
Lastly, there was the notion that the overall level of commitment and level of
organization within the CND-OHT has aided in planning, collaboration, and facilitated
successful meetings between members.
5. “No Ego” Mindset
A final unique and inherent characteristic that was revealed throughout data collection
and analysis, was the notion of removing one’s ego in regards to planning and decision-making
in the CND-OHT. It was evident if members approached decisions in an egotistical manner it
was likely to impact the team as a whole and detract from the positives that were starting to be
formed within the CND-OHT. One participant speaks about how decisions should be grounded,
“I think the mindset we have to agree to, and come to grips with, is decisions have to be win-win.
There can’t be losers in the decisions that we make'' (participant #01).
This characteristic was also viewed as unique by the members themselves. They recognize that
planning and decisions simply work better when you are thinking about members of your team.
Finally, it was clear that when members were thinking about planning and the future of
implementing care, they were focusing on the larger impact that could be created in the health
care system. This “no ego” mindset helped them focus on what they were wanting to achieve in
the future as a team, one participant explains “Fairly early on, it seemed that we were
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collectively focused on the greater good. What is the greater good that could be achieved here?
And can we make some progress in that direction?” (participant #15).
The lack of egos in planning and decision-making grounded the CND-OHTs team
interactions, fostered a sense of gratitude to work with one another, and was revealed in the way
that members spoke about the future possibilities of the CND-OHT efforts.
COVID-19 and Decision-Making
The current state of operations and strategic planning have been temporarily halted due to
the need to focus on ongoing COVID19 efforts. However, key aspects of infrastructure have
been put in place such as terms of reference and other agreements, hiring a technology lead,
basic financial and budget decisions, and preliminary conversations around onboarding new
members. The main focus for CND-OHT members up to this point has been overwhelmingly
related to managing the COVID-19 crisis. During the pandemic, members of the CND-OHT
have needed to make immediate decisions, and act in an equal immediate manner. The above
partnership characteristics described have definitely supported the successful management of
decisions thus far; however there has not been the time to dedicate towards delving deeper into
decision-making and what those frameworks will look like post-pandemic. As one participant
shares, “People are dying. So, no, there isn’t enough time [to plan], but maybe there will be.
Maybe we look forward to escaping out of the pandemic” (participant #04).
The Honeymoon Phase of Decision-Making
When discussing what the current state of decision-making across the different CNDOHT members and what has been done thus far, there is overwhelming agreement that, aside
from decisions related to COVID-19, the decisions that have been made are not as “messy” as
ones that will be upcoming in the future. There is a sense that members are only just starting to
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express stronger opinions, potentially causing increased tensions in decision-making. A
participant describes this when saying,
When any group gets together there is a honeymoon phase, right? You can tell, when
people are talking and giving their opinions, when there is back and forth, people
are careful. They don’t want to hurt anyone’s feelings, they don’t want to be too
strong on their points of view (participant #16).
There was discussion that the majority of the work in the CND-OHT has been related to
relationship building and getting more acquainted. Decision-making in this phase has been
described as building a foundation to cope with the upcoming challenges that the future will
bring. Another participant provides insight into decision-making within the CND-OHT,
The challenge might be the tough stuff coming. We’ve built the building blocks.
COVID has pivoted us but we haven’t had some real tough decisions to make yet, or
some real tough challenges. I think that is going to be a challenge going forward for
all of us (participant #08).
Lastly, there is a sense that decision-making is a process that has been evolving, and will
continue to evolve in the future. Decision-making is thought to evolve due to the complex nature
of integrated care and the CND-OHT. Specifically, as the CND-OHT continues to change and
grow in structure (i.e., new members), so too will decision-making frameworks.
It is also important to recognize that within the current (honeymoon) phase of decisionmaking the Steering Committee have been the members most involved with decisions and
managing the impacts of COVID-19. There has in general been more development within the
Steering Committee than the Joint Board Committee. The Steering Committee has been
collaborating for a longer duration of time, has more field experience with managing COVID-19
efforts, and sets the direction for many decisions within the CND-OHT.
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The Future of Decision-Making
To conclude this section on decision-making it is prudent to discuss briefly how the
future of decision-making is described by members. Members share that future decision-making
could possibly include and/or revolve around the following: (1) Reducing duplication of
programs or services within organizations, (2) building a strategic plan, (3) continuing to ensure
terms of reference are being upheld, (4) involving more productive “pushback” or contestation,
(5) positions, funding, and salaries, (6) change to structures and frameworks, (7) the
operationalization of the quadruple aim framework for integrated care, (8) closing the gaps
around where and who makes decisions between the levels within the CND-OHT, (9)
investments within the CND-OHT, and (10) developing a common vision.
Components that Support or Hinder the CND-OHT Common Vision
The development of a common vision, or what was described by a participant as the “We
Story”, starts from the ground up with the formation of relationships. Throughout the transcripts
there were three main components related to the formation of relationships. The three
components are: (1) collaboration, 2.) support, and (3) trust. Other components that potentially
hinder the “We Story” included: (1) fear and uncertainty to integration, (2) lasting impacts of
silos, and (3) disconnect between the provincial government and the CND-OHT.
Support for the CND-OHT Common Vision - The Formation of Relationships
1. Collaboration
Collaboration was a key component in initiating relationships within the CND-OHT, and
will continue to be a component that should be fostered in the future. When participants talked
about collaboration, they were speaking to five different aspects that have been occurring within
the CND-OHT.
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Awareness of Organizational Realities
Throughout the focus group and interview discussions, members expressed that in order
to foster productive and positive collaboration members needed to understand the realities other
members were experiencing. When speaking about realities, it was not enough to understand the
reality of what a fellow member was experiencing within the CND-OHT, there needed to be an
understanding and awareness of what that member was experiencing within their own
organization. Awareness of each other’s realities was an important component to collaboration in
order to empathize with another member and humanize issues they were facing. Though the
CND-OHT is forming an integrated care team, they are far from integrated. They are still very
much 35 separate individuals, representing 18 separate organizations. Each organization has its
own challenges and community they serve, in addition to CND-OHT developments.
A simple way that awareness of member realities is being developed is through
introductions at meetings. Another participant described this process of having members take
some time to share about themselves at meetings as gradual, but positive. Incorporating this
process into meetings is very important as not all members know much about other members, or
individual member organizations. These introductions were described as being supported and
arranged through the Transformation Lead, and were of great importance to members, as one
member describes, “She recognizes the agency’s uniqueness, and also the need for us to come
together and find our common ground in places of moving forward” (participant #07).
Another way that awareness of organizational realities has been supported has been
through the sharing of knowledge and sharing experiences with one another. As one member
describes, “We’ve had so many leaders and frontline staff coming together, working together
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that have never had that opportunity before. Again, that real in the trenches feeling side by
side”. (participant #13)
A History of Collaboration
A very unique aspect of the CND-OHT and the level of collaboration between members
can partly be attributed to the history between core members in this geographic area. It was
described by participants as a historical effort to collaborate in the area of Cambridge-North
Dumfries. A participant reflects this, “We had a strong foundation of good working relationships
historically in CND, and have been working together for many many years” (participant #09).
However, not all members within the group experience the same history of collaboration, as they
come from other areas within the Region of Waterloo. Members agreed that COVID-19 has
demonstrated the foundation of collaboration already present in the Cambridge-North Dumfries
area historically.
Individual Member Strengths
An important component to consider when thinking about supporting collaboration is the
inherent strengths members bring to an IC table. Fostering member strengths have helped
support overall collaboration within the CND-OHT. Participants described situations where they
were more engaged when they utilized their expertise in addressing a problem. One participant
shared,
I’ve always felt like I could contribute my knowledge, my wisdom, my understanding
of what worked or what didn’t work. Happy to be challenged, but also always felt
welcoming in terms of can I challenge someone else (participant #13).
Participants also described that acknowledging each other’s strengths and differing perspectives
can help in the delegation of tasks, and collaboration.
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Information Flow
When it comes to collaboration in the planning process, there needs to be a certain flow
of information that is present within complex systems, such as the CND-OHT. Planning,
decision-making, and future implementation are all impacted in different ways by multiple
working parts within the CND-OHT. Information has to be delivered throughout the CND-OHT
in a timely, and efficient manner delivered to all relevant stakeholders. Though all members do
take responsibility for information flow at certain times, this role is largely the Transformation
Lead’s responsibility. Members described the Transformation Lead as the “hub of planning”.
She has become the hub of program and resourcing within our OHT. At least
that’s my sense of it. I hear some of the work that she is doing, how she is
linking groups and people together. When there is a need, or directing them in
such a way that they can find the resources that they might not have otherwise
(participant #01).
Organizational Identity
As mentioned earlier, there is still a sense of separation between members and the
organizations they represent at the CND-OHT. When trying to foster collaboration between
CND-OHT members it is important to recognize that each separate organization has an identity.
That identity will hopefully shift more into the realm of a CND-OHT identity in the future, but is
not present at this current stage of development. Members have a sense of protection with
regards to the organization they represent, as they have been functioning independently until the
development of the CND-OHT. There are still differing feelings and opinions related to
organizational identity: “I’ve seen that eagerness to collaborate build, and that protectionism of
individual organizations from a governance level fall away a little bit” (participant #17).
However, another member seemed to be a little more cautious: “How as an organization do we
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fit in this potential future state where we have lost our identity? Where we’ve lost our connection
to the community as an organization” (participant #17).
2. Support
The second component that is involved in the formation of relationships between
members is support. When members spoke of support within the CND-OHT they often described
the concept of building a support network.
Support Network
In addition to the nuances of collaboration, there was the narrative that members looked
to one another for support over the last year through COVID-19. The support network that
members describe within the CND-OHT impacts the planning of the CND-OHT, but also
impacts patients, caregivers, and service providers. One participant described that a support
network will eventually impact outcomes for patients in the future. More so, they spoke of
increasing access to services for patients immediately: “We are so busy within our own silos that
we kind of forget that, ‘oh wow I didn’t know you did that, I’m going to make a referral over
there [to that organization]’” (participant #01). Participants described how they felt the growing
support network was very accessible to them when needed: “The entire group is a group of
people that you can reach out to, and they will be back to you in a minute. So, there is that
immediate access and that immediate resolution, help, and support” (participant #14). Finally, a
participant described how trust was starting to form through collaboration and building a support
network, specifically related to COVID-19 challenges. They said, “We are creating trust also
based on what we’ve seen people do. Working through a pandemic we’ve had, not just COVID
catastrophes, but we’ve had catastrophes” (participant #04).
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3. Trust Formation
Thus far within the CND-OHT, trust formation seems to involve 2 components: Trust
developed by shared collaborative experiences and through crisis (due to COVID-19), and trust
in a member’s Steering Committee executive.
Trust Through Shared Collaborative Experience and Crisis
For the members of the CND-OHT, to form relationships that are built on trust, they must
have shared experiences together. Similarly, as mentioned above under collaboration, members
needed to have a shared awareness of one another’s realities, and they must have common shared
experiences. From speaking with participants, it seemed that COVID-19 has expedited this
process over the last year. This is not to say that these shared experiences would not have
developed, indeed they would due to the nature of integrated care, it simply may have taken
longer without the impact of COVID-19.
Participants speak of being thrown into dealing with the impact of COVID-19 in an
immediate and urgent way - whether they were ready or not, they were battling this together. As
described here, “When you’re managing crises that require a timely response, you really have to
trust your colleagues that are firefighting with you” (participant #13).
COVID-19 impacted the CND-OHT in not just the predictable negative ways, but in
unexpected positive ways as well, specifically it brought this team closer together. One
participant shared: “We’ve talked about multiple times how COVID has brought us closer
together. We have had to react quickly, and deal with challenges we never thought we’d have
too” (participant #05).
COVID-19 hit this team unexpectedly and with great consequences to individual
organizations and overall implementation, but there is a definite sense that the CND-OHT has
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grown through this experience. As one participant describes, “I think in the context of a crisis,
how amazing it was to see those relationships and the membership to rally to support one
another” (participant #17).
Trust in Executives on the Steering Committee
A second component of trust was described by Joint Board Committee members.
Specifically, for members on the Joint Board Committee (i.e., governors), their trust has been
highly influenced through a member of their own organization (i.e., an executive) that is a
member on the Steering Committee. The executive is essential for governors to be connected to
CND-OHT work, and to develop trust in projects that the CND-OHT is taking on. As governors,
they are not on the “frontlines”, and are still removed from much CND-OHT work on a daily
basis. Much of the work they would be contributing to has been put on hold due to COVID-19,
and has created a gap between the Joint Board and the Steering Committee. Therefore, governors
have been basing decisions off of the guidance from their executives.
One participant described that they do take direction and guidance from their executive
on the Steering Committee. The governor and executive relationship were described to be a
unique facet of trust in the CND-OHT.
There’s this inherent trust and credibility of the actual executive directors these
boards work with. So really leveraging that relationship and credibility, and those
relationships of the board members and their executives (participant #17).
Trust has been developed through shared experience and crisis, mostly in the Steering
Committee, who have been meeting weekly and are the “boots on the ground”. However, trust
for governors is developing slower and through the relationship and trust they have with their
executive at the Steering Committee level.
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Factors that Hinder the CND-OHT Common Vision
When thinking about how the CND-OHT common vision is developing thus far, it is also
important to consider components that have simultaneously hindered this process. Three main
components that have potentially hindered the common vision include: (1) fear and uncertainty
related to integration, (2) lasting impacts of silos, and (3) disconnect between the provincial
government and the CND-OHT.
1. Fear and Uncertainty Related to Integration
People often view uncertain or ambiguous situations fearfully, the members of the CNDOHT are no different in this respect. It was noted throughout conversations that there was an
underlying current of fear and uncertainty with regards to the formation of the CND-OHT.
Though some of this fear and uncertainty may be resolved, for instance with regards to forming
relationships, there is still uncertainty as to how the CND-OHT will plan and implement care
post COVID-19. CND-OHT members are still in a state of uncertainty due to their strategic
planning process being halted during the pandemic, and though they are doing their best to
manage a pandemic, “simple” or operational items are yet to develop. Eventually, the acute
period of time of COVID-19 will close, and an entirely new and evolving phase of planning,
decision-making, and how to implement care will begin.
The following are examples related to fear and uncertainty related to the initial
development of the CND-OHT. One participant spoke about uncertainty related to governing an
organization of this size. They share some thoughts on the size of the Joint Board Committee,
I think going into it [the CND-OHT], I was really nervous with a board that big.
I thought “oh my god how are we ever going to all work together”. Usually the
boards I have been on haven’t been that big (participant #02).
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There was conversation related to the ambiguity of certain roles and an apprehensiveness
related to the formation of the CND-OHT:
We are a creature of arranged marriage, because of the provincial
government. The platform of the current Premiere as he was running said, “the
end of LHINS is nigh”. So, it was decided quite at a different level that we
needed to exist. We didn’t know what that would be. The OHT is a creature of
this government’s imagination, and we’re giving definition to it (participant
#15).
Integrating care and service was also described to increase feelings of uncertainty related
to distribution of resources, and shifting the traditional paradigm from, “me” to “we”, when
collaborating and planning service integration.
I have to be honest. My doctors were a little nervous [about CND-OHT
integration]. Fairly or unfairly, family health teams have a lot of resources that
have been there for 15 years. Our doctors are like, “what’s in it for us? We
already have a lot of stuff, we’re going to have to start giving it away (participant
#05).
Lastly, participants spoke about the uncertain future of the OHTs, which has and will
continue to impact relationships and the CND-OHT common vision.
And then of course the looming election and what does that mean for OHT
implementation. The fear around has this all been for not, depending on what the
results of the upcoming election are (participant #11).
Fear and uncertainty, though mostly mentioned related to the initial formation of the
CND-OHT, is likely to have an impact on members as the focus shifts to delivering and
implementing care to patients.
2. Lasting Impacts of Silos
The impact that our siloed health care system continues to have on the CND-OHT
common vision is that of creating barriers and breaking linkages between health, community,
and social care providers. Simply, the impact of silos creates a “Me Story” within each
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individual sector, and does not promote a common vision for CND-OHT members and service
providers.
Siloed health care has created complex challenges for stakeholders involved in the
system. Examples include, competition over resources vs. cooperation; lack of collaboration and
support between silos; different goals and priorities, a lack of trust, and an increasing challenge
of promoting system capacity. The siloed health care system instills a sense of individualist
decision-making and planning lens, versus a collective one. Simultaneously, satisfaction in siloed
health care systems is thought to decrease for stakeholders, and care for patients. The first
quotation presented below is an example illustrating the lack of linkages, and collaboration that
traditionally exists between health care silos. The second quotation describes the impact on
system capacity that silos have. Namely, promoting a sense of competition between sectors, and
a slow reduction of resources and capacity over time.
We keep kind of joking that if COVID had happened a year ago when we didn’t
have an OHT at least started, it might have been a lot more different. We might
not have even known phone numbers of people or who to contact (participant
#05).
Capacity everywhere in each individual sector is hugely challenged. Solutions to
building capacity can no longer sit within one sector, it’s just not possible. We’ve
done all the low hanging fruit. The only way we’re going to build capacity in the
system is through an integrated approach to problem solving (participant #13).

3. Disconnect Between Provincial Government and Local Community
A final component that hinders the development of the CND-OHT common vision is a
disconnect between members of the CND-OHT and the provincial government. If the provincial
government continues to work with the CND-OHT in the manner the health care system is
operating in (i.e. top-down and siloed), the development of a common vision will be challenging.
There is a call for the provincial government to work collaboratively with OHTs, for increased
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legal legitimacy, and funding. All these components have and continue to hinder the CND-OHT
common vision. For example:
From my perspective the government will need to formalize OHTs, legitimize them
and fund them properly if they really expect them to operate in a high role. What
we’re doing is good, but it’s never going to get too great without being fully and
properly endorsed (participant #01).
I think the unsatisfactory thing is the expectation to all do this off the side of our
desks [shortened for brevity]. I think the Ministry’s targets are ambitious for OHTs
during COVID (participant #09).
The only other thing I would change is the way the Ministry does, or does not, work
right now with the OHT tables. There continues to be a fair bit of lack of clarity
and confusion. There are more than one branches working with OHT tables and
they don’t always speak the same language. One of things I have said repeatedly
there is a need to meet with the OHTs together (participant #13).
The impact of the provincial government upon the success of the CND-OHT common vision
revolves around better collaboration with the CND-OHT (and OHTs in general), legally
legitimizing, and funding the CND-OHT. Without sufficient government support, funds, and
compensation to CND-OHT members, members will struggle to develop a common vision for
the CND-OHT.

Additional Components that Support Planning and Service Integration

There are several key components involved in the successful planning, and development of
the CND-OHT. Components that have already been discussed include: foundational partnership
characteristics, a common vision, formation of relationships (including collaboration, a support
network, and trust), fear and uncertainty towards integration, lasting impacts of silos, and the
provincial government. As well, these components do not function in isolation and they interact
in complex ways. In addition to the components that have already been discussed, four additional
components that facilitate planning and development of the CND-OHT will be discussed next:
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(1) goals, (2) incentives, (3) opportunities for member engagement, and (4) power differences
between high and low power players.
1. Goals
Goals are a component within the CND-OHT that speak to the developing common
vision. Specifically, goals are a way to operationalize, on paper the strategic plan, what a group’s
common vision aims to achieve long past a mature state of integration. Throughout data
collection, five main goals were described by participants. Transformational change in the health
care system was described by participants as a philosophical change, that required members to
work together and collaborate with the aim of finding gaps within the health care system and
addressing those gaps for patients. Member collaboration and relationship building, was
described as a goal that could help members learn more about each other’s organizations, help
build a foundation of comfort with working together, and thus, help form a new integrated
process of providing and managing health care. Efficient use of resources was described as an
important goal for CND-OHT members, due to limited resources that each individual sector
possesses. Participants emphasized that these resources are not growing substantially, and
dedicated processes or structures should be implemented to help manage resources efficiently.
This was also emphasized by participants for financial resources. Seamless integrated care and
improving patient experience for the population of Cambridge and North Dumfries. This goal
was emphasized by participants due to the challenges that can occur in navigating the siloed
health care system. Specifically, participants described that when having to navigate the health
care system independently, a patient’s care can be disrupted and the experience can become very
frustrating. Reducing duplication of jobs and services was described by participants as being
two-fold. Participants suggested that if organizations with similar goals and objectives could
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merge together in the future, there would be enhanced collaboration, combined with more
efficient use of resources.
In addition to these five goals, there are some components that are suggested in the OHT
Model of IC (Ministry of Health and Long-Term Care, 2019) that were missing from
conversations with participants. These include, access to 24/7 system navigation support. OHTs
are required to commit to implementing 24/7 system navigation support and coordination for
patients. Better patient and population health outcomes. Specifically, OHTs are to provide care
suited to patient needs, and health related quality of life is improved. Standardized performance
framework for providing care, collecting and reporting patient experience, and evaluating OHTs
performance. A clinical and fiscal accountability framework. Integrated funding that is managed
by one OHT member organization, and allocated based on patient population needs.
Reinvestment funding and budget savings into improving patient care. Digital choice of tools for
patients and caregivers to access health information and communicate with providers. Though
these were missing from conversations with participants directly related to goals, members did
talk indirectly in other areas of conversation about bettering health outcomes for patients,
accountability, integrated funding, reinvesting in frontline care, and digital tools between
members.
2. Incentives
Incentives discussed by participants included: (1) relationships and collaboration, (2)
having a stake and being a leader in planning and care delivery, and (3) incentives for
organizations, patients, and caregivers.
Participants spoke about the incentive of relationships and collaboration. They described
the following:

76
CND-OHT: An Exploratory Evaluation of Service Integration Planning
There has been a real opportunity for organic sharing of ideas collaboratively,
building this system together, which for many community support organizations
like my own, is not common for us (participant #10).
The greater part of the reward tends to be relationships. Building growth, getting
to know other new members and seeing our key staff, our leaders come into a
position of positive influence. That is worthwhile (participant #15).
Another incentive that was largely important to CND-OHT members was that of having
an active stake and being a leader in CND-OHT planning. Members felt that for too long
directives have been pushed on health care sectors in an authoritarian way. Members expressed
that being involved in CND-OHT planning is a step in having a voice in health care planning and
advocating for their community members and patients.
It has been very important and a strong incentive for me to be able to bring the
needs of our [removed] population to all the OHT tables. To make sure they get
on the table because they are forgotten (participant #14).
Finally, one member sums up this incentive by saying “I would rather be at the table than on the
menu” (participant #05).
In addition to speaking about having a voice and a stake in planning, members wanted to
demonstrate leadership and expertise, and saw potential incentives for individual organizations,
patients, and caregivers. Specifically, it was suggested that access to services and engagement in
care planning, would be the main incentive for patients and caregivers to participate in care
provided by the CND-OHT.
3. Opportunities for member engagement
Opportunities for members to be engaged with the planning and development of the
CND-OHT have, and continue to occur in multiple ways. Examples include: (1) weekly and
monthly meetings, (2) Transformation Lead involvement, (3) input on meeting agendas, (4)
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group activities and check-ins at meetings, (5) seeking volunteers for action items, and (6)
central RISE workshops and seminars.
CND-OHT members shared an overall consensus that weekly and monthly meetings were
very well organized, productive, and relevant to members. Participants noted that having skilled
Chairs at the meeting to support the Transformation Lead was an important component to
enhancing member engagement. In addition to the meeting Chairs, the Transformation Lead was
seen to be integral to member engagement.
She really is very approachable and when she started she made effort to meet with
everyone individually. She recognizes the agencies uniqueness and also the need
for us to come together, find our common ground in places of moving forward. I
really appreciate that about her approach (participant #07).
Participants also explained that effective meeting activities, such as Aha Slides and colour coded
cards was an approach that did facilitate member engagement. For example:
So, in that moment the facilitator would say ‘I see you have a yellow, tell me
about that. What’s going on for you? Why is it a yellow?’. It would prompt the
discussion in the moment, in a way that didn’t involve having people to say, ‘I
have a problem!’ and raising their hand really, because everyone was giving their
opinion at that point. I found that really helpful (participant #07).
Finally, remaining areas where members had opportunities for engagement were
volunteering for action items and engaging with the RISE central supports and resources being
developed by the University of Toronto and McMaster University. RISE is a support program
where OHTs can collaborate and learn from one another and from other organizations providing
similar integrated work outside of Ontario (McMaster Health Forum, 2021).
4. Shared Power Between High and Low Power Organizations
Power differences are experienced within the current health care system through the
occurrence of organizations that traditionally hold more power, and organizations that hold less
power. Examples of high-power organizations that were discussed in the exploratory evaluation
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include: GPs, and hospitals. Examples of low-power organizations discussed in the exploratory
evaluation include: community and social care organizations. GPs and hospitals both
traditionally possess large amounts of resources that are used primarily within those
organizations. However, funding for community and social care organizations is considerably
less. Participants described that within the siloed health care system, resources are directly tied to
decision-making. Specifically, who has a say in what, and how decisions are made. The
following quote provides perspective on resources, and decision-making. “This really underlines
how we use power differently in this structure. Compared to a more linear ‘I own the money, and
I will make the decisions on my own’ approach” (participant #03).
Participants also noted that shared power within the CND-OHT was important to
effectively recruit community and social care organizations. Specifically, it was noted by
participants that it was not common for low power organizations to have an active stake in health
care system planning and development, and that the CND-OHT provided a unique opportunity
for such.
Lastly, sharing power between high, and low power organizations was posited to benefit
system capacity. Participants noted that resources and capacity are challenged in individual
health care sectors, due to the lasting impacts of silos. Sharing power between high-power
organizations, and lower-power organizations was one tangible solution for enhancing untapped
resources, and approaching problem-solving.
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Summary of Thematic Results
1.

Foundational
Partnership
Characteristics that
Foster Engagement in
Planning and
Integration

2. Components that
hinder or support the
CND-OHT common
vision

3.

Additional components
that support planning and
service integration

Accountability

Support:
• Collaboration
• Support
• Trust

Goals

Appreciation and value of
members

Hinder:
• Fear and uncertainty
• Lasting impacts of silos
• Disconnect between
provincial government
and local community

Incentives

Opportunities for member
engagement
Shared power between high and low
power organizations

Choice of optimism and hope
Commitment to integration
“No ego” mindset
Table 2. Summary of Thematic Results

Discussion
The study revealed a number of important themes that speak to key mechanisms and
contextual factors for planning and development of integrated care. Though this exploratory
evaluation rejects positivism, it does not reject that knowledge can be applied in a positivist
manner to advance what is known and understood about programs and theories (Cruickshank,
2012). Specifically, knowledge gained from the results of this exploratory evaluation can inform
an understanding of the complexity of the CND-OHT as a social system.
The CND-OHT members demonstrated that integration between health care members is
impacted due to varying reasons and highly contingent on different contextual factors.
Throughout data collection, five foundational partnership characteristics related to partner
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engagement and collaboration emerged, they were: (1) awareness of organizational realities, (2)
history of collaboration, (3) individual strengths, (4) information flow, and (5) organizational
identity. The CND-OHT is taking steps to empathize with one another’s realities and identities,
they have a strong foundation of collaboration within Cambridge and North Dumfries, are
embracing each other’s strengths, and are ensuring that information is received by relevant
stakeholders.
Participants indicated that developing a common vision for the CND-OHT is dependent
on the formation of relationships. Participants expressed that there is no common vision or story
if collaborative, supportive, and trusting relationships have not been developed. These three
components function independently, but intersect in complex ways. COVID-19 has shown to be
a catalyst in developing the formation of relationships, and therefore, the CND-OHT common
vision. This story is still developing as the CND-OHT moves to a post-COVID-19 phase and
begins implementing care to patients, but it seems that a strong foundation is being built at this
time.
Thus far within the CND-OHT, the formation of relationships was described to focus on
collaboration, building a support network, and trust. There were factors that hindered the
development of a common vision specifically, fear and uncertainty towards integration, lasting
impacts of silos, and an expressed disconnect between CND-OHT members, and the provincial
government.
Findings suggested five main goals within the CND-OHT and that goals were a method
of operationalizing a common vision. CND-OHT members described that goals revolved around
transformation change in the health care system (i.e. integrating care), member collaboration and
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relationship building, making efficient use of resources, providing coordinated care and
improving patient experience, and reducing duplication of jobs and services.
Incentives to engage with the CND-OHT related to building relationships across sectors
within the health care system, gaining an increased stake in health care planning, contributing to
integration efforts through being a leader in a specific sector, and overall incentives that were
suggested for organizations and patients.
Opportunities for member engagement were largely supported by the Transformation
Lead role. Specifically, CND-OHT members had opportunities to participate actively in
discussion in meetings, and provide feedback related to what agenda items would be covered in
those meetings. The Transformation Lead engaged members through group activities and
member check-ins. Group activities and check-ins were an additional way to seek CND-OHT
member feedback on ongoing tasks and projects. Members were also invited by the
Transformation Lead to take a leadership role in certain projects within the CND-OHT.
Sharing power between high and low power organizations is an ongoing effort within the
CND-OHT. Efforts to share power are occurring and CND-OHT members noted that there is a
concerted effort to include, and value all perspectives and differences of opinion between
members. However, due to traditional power differences within the health care system certain
members within the CND-OHT inherently have an increased impact and increased “weight”
when contributing to planning and decision-making.
Findings suggest that collaboration, support, and trust are important in forming
relationships between CND-OHT members and contribute to a common vision. It was found that
in the context of COVID-19, CND-OHT members first had to collaborate with one another in an
immediate way, leading to the development of a support network between members, and
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progressing to building trust, and ultimately trusting relationships. Findings also suggested that
CND-OHT members inherently felt some level of fear or uncertainty towards integration efforts,
which is thought to be due to the lasting impacts of a siloed health care system. These lasting
impacts of a siloed health care system were found to include sector competition, lack of
collaboration, varying goals, lack of trust, and decreasing system capacity. Finally, findings
suggest that the provincial government, specifically the Ministry of Health and Long-Term Care
holds unrealistic expectations of OHTs. Participants raised concerns about targets they are
encouraged to meet, but they faced a lack of incentives and compensation of CND-OHT
members from the provincial government. Results reflecting power differences between
members are applicable as well. Traditionally high-power organizations were found to be more
able to adequately compensate for CND-OHT participation. Whereas, lower power organizations
do not have the funding to allocate to compensating those involved with CND-OHT integration.
The five foundational partnership characteristics that foster engagement in planning and
integration reveal that there are inherent values that CND-OHT members hold when engaging in
collaborative planning and decision-making. CND-OHT members approach tasks with a
foundation of being accountable to all members, and are appreciative of member efforts to help
in a situation, and for differing perspectives on issues. As well, CND-OHT members hold a very
hopeful outlook for the future of IC efforts, and members are committed to having care
integrated locally. Finally, CND-OHT members engage in planning and decision-making with a
focus on what overall greater good can be achieved for patients and the community. As
suggested by Evans & Baker (2012), it is a transformation in mindsets that aid integrated care
teams in long-term sustainability.
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Support for Middle-Range Theories of Integrated Care Teams & Contextual Factors for Successful
Integrated Care
The results of this study offer support for the mechanisms and contextual factors
suggested by Kirst et al. (2017) realist review, and key contextual factors suggested by Wodchis
et al. (2019). Kirst et al. (2017) developed two context-mechanism-outcome configurations
(CMOCs) that described key ingredients of successful integrated care teams. The first CMOC
was named Trusting Multidisciplinary Team Relationships. Kirst et al. (2017) note that trusting
relationships within multidisciplinary teams support collaboration and communication within IC
teams and increase coordination of care. As described by both Ross & Tissier (1997) and Reed et
al. (2005), collaboration and communication within IC programs are key processes that can help
facilitate meso level integration across health care sectors, and are important in the aim of
reducing system fragmentation. Contextual factors that promote causal influence of the described
mechanisms consisted of: (a) strong leadership to establish a shared vision, (b) time to build
relationships, and (c) organizational culture of team participation (Kirst et al., 2017).
As described above, it was found that members of the CND-OHT were forming
relationships through promoting collaboration, a support network, and developing trust.
However, the findings are somewhat unique due to the ongoing global pandemic. Specifically,
Kirst et al. (2017) describe that contextual factors influence the mechanism of trust in causal
ways. Within the CND-OHT, there are activities and efforts to develop a shared vision, build
relationships, and enhance CND-OHT culture, but much of these efforts have been put on hold
due to managing COVID-19 related crises. Contrary to the contextual factor of time to build
relationships identified by Kirst et al. (2017), there has not been much time to facilitate these
contextual factors, yet trust has been flourishing. Instead of thinking about trust influencing
collaboration, it is the opposite within the CND-OHT. Conversations with participants supported
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that COVID-19 pandemic created an immediate need to collaborate before trust had formed to a
full extent. Participants are describing a scenario where trust is being formed through crisis, over
a relatively short period of time.
The second CMOC that is described by Kirst et al. (2017), is labelled Provider
Commitment to and Understanding of an IC Model. Kirst et al. (2017) suggest that
organizational (i.e., CND-OHT) readiness has a large impact on overall provider commitment to
and understanding of an IC model and thus, impacts the collective capacity of an organization to
implement desired changes. Finally, contextual factors identified by Kirst et al. (2017) that
supported a strong commitment to and understanding of an IC model consist of: (a) strong
leadership/organizational culture, (b) time to build infrastructure, (c) provider expertise and
training, (d) flexibility in implementation, and (e) provider incentives.
As with the above CMOC, there is initial evidence to support this model, in nuanced
ways. The current early stage of CND-OHT readiness is hindering overall understanding of Joint
Board Committee members, but not Steering Committee members. Specifically, data suggested
that understanding of Joint Board Committee members is impacted in two specific areas. These
include the integrated care framework, and an understanding of CND-OHT program logic. The
explanation for this is that the Steering Committee formed a year and a half ago, are the feet on
the ground, and are the thrust for CND-OHT work. They are a crucial role and participate in all
action items. However, the Joint Board Committee formed just over a year ago, and are mainly
involved in higher level governing items.
Contextual factors for successful planning and integration as suggested by Kirst et al.
(2017), and Wodchis et al. (2019) are relevant in the initial planning and development stages and
implementation stages of the CND-OHT. Results show that the CND-OHT are making efforts in
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promoting a strong sense of leadership within the team, and are observed in different ways.
Specifically, by way of members taking leadership and helping support action items. In practice,
this would include having one member take on a leadership role for a particular operational
objective that must be met. Secondly, by supporting the Transformation Lead to be a key leader
in the CND-OHT. Efforts to focus on strategy and design have been minimal but have been
included in discussions and meetings with CND-OHT members. For example, members have
started to plan and execute how to best integrate information and technology within the CNDOHT. Reduced focus on strategy and design was found to be directly tied to the impact of
COVID-19. Both team work and team participation have been fostered within the CND-OHT.
Specifically, CND-OHT members have had to very quickly collaborate together as a team
forming trust and interpersonal connection through sharing collaborative experiences throughout
COVID-19. Results also show that incentives play a key role in member engagement. Members
of the CND-OHT felt incentivized in participating in the CND-OHT so they could have a stake
in how care was being planned and delivered in each sector. Results also indicated that a key
incentive for members was bringing forward patient needs from within individual organizations.
CND-OHT members also felt strongly that relationships were a very large incentive to joining
the CND-OHT. Specifically, members discussed that relationships provided opportunities to
learn about other members, and opportunities for interpersonal connection above and beyond
integration efforts. Having more trusting interpersonal relationships was also found to increase
confidence in another member’s integrity in their actions and motivations. Relationships were
also found to create the environment needed to feel comfortable in expressing differing views of
opinion, express feedback to other members, and ask for help when needed.
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It is likely that efforts to support important contextual factors noted above will continue
to impact the development of relationships, and commitment to a common vision. Right now, all
efforts are directed in managing the COVID-19 pandemic, but as stated earlier, managing and
collaborating through the pandemic has been beneficial in the development of important
mechanisms like relationships, and subsequently in the development of trust and collaboration
between members.
Macro, Meso and Micro Level Strategies in Integrated Care
Reed at al., (2005), suggest that strategies for integration do not occur simply at one level
(e.g., CND-OHT members), but fall into three different areas of integration. Macro strategies
occur at the societal level and often take the form of policies that are implemented by municipal,
provincial, or federal government (Reed at al., 2005).
Though the Ontario provincial government is demonstrating an appetite to improve
health outcomes for people with complex care needs, reduce duplication, and increase patient
satisfaction, it was found in this research that there is still very much a sense of disconnect
between CND-OHT members and individuals at the Ministry of Health and Long-Term Care.
Members are concerned that if the CND-OHT is not properly funded the goals and outcomes that
are targeted will not come to fruition. This hesitancy expressed by members will ultimately
impact meso level integration strategies.
Meso strategies are the integration efforts between and within organizations (Reed et al.,
2005). These integration efforts focus on collaboration and coordination between members.
CND-OHT members may feel internal conflict if they continue with integration efforts, reshape
their organization’s identity, and dedicate resources and there is not the support and funding
being provided by the provincial government.
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Finally, micro strategies, which occur at the service user level, and focus on managing
and coordinating care, have not been advanced due to COVID-19. Integration efforts currently
lie within the realm of meso strategies for the CND-OHT.
Though no cause or effect relationships have been examined in this study, this research
has suggested that macro level strategies may have an impact on meso level strategies. This can
be suggested to the extent that members may integrate with caution if they are not supported and
funded adequately by the provincial government.
Technical and Adaptive Changes in Implementing Integrated Care
Interestingly, Heifetz and Linsky (2002) suggest that there are two types of adaptations
that integrated care members and stakeholders need to make in order to sustain system
integration. They describe that technical changes can be made with problem-solving and current
skills (Heifetz & Linsky, 2002). However, adaptive changes require changes in mindset and
thinking about problems (Heifetz & Linsky, 2002). Evans & Baker (2012), additionally suggest
that understanding a team member’s perceptions and logic related to integration enables
stakeholder coordination, and a change in mindsets are key to system transformation.
Findings from the exploratory evaluation, have shown that there are adaptive changes
happening at a macro and meso level, but those changes are very much still in progress.
Specifically, COVID-19 has impacted adaptive changes at the meso level in a unique way. One
of the primary impacts of COVID-19 on the CND-OHT was on the formation of relationships.
Though there was a history of collaboration between certain groups of members already,
COVID-19 demanded an immediate need to collaborate, support, and trust one another. Most
CND-OHT members perceive integration in a positive and beneficial light, because of the urgent
collaborative needs during the COVID-19 pandemic. In addition to the formation of

88
CND-OHT: An Exploratory Evaluation of Service Integration Planning
relationships, the five foundational partnership characteristics demonstrate that adaptive changes
are occurring within the CND-OHT. The past year and a half have been solely focused on
integrating collectively in accountable, hopeful, and committed ways.
There are some stakeholders however, that have not had the chance to make adaptive
changes, mostly because the CND-OHT is not yet of relevance to them. The first example would
be that of physicians, who are not involved as members. Physicians were noted in this study to
be very resource rich and are slow to change their mindset related to integration. The second
example is, no adaptive changes have occurred for service providers and patients because
planning and development has not yet progressed to the stage where the CND-OHT is relevant to
them.

Limitations
The first major limitation involved within this exploratory evaluation and research design
was that of the COVID-19 pandemic context. The global pandemic impacted this project in
many ways that could have influenced the data collected and results found.
A primary example is the CND-OHT had to shift resources away from the evaluation in
order to manage challenges members were facing. For example, recruitment was delayed by over
a month, because there simply was not enough time or resources available to dedicate to
recruitment for the project. This ultimately impacted the study sample size, which ended up
including a total of 18 participants. However, a total of 18 out of 35 members represents just
over 51% percent of the entire CND-OHT sample.
In addition to sample size, the redirection of resources away from the exploratory
evaluation forced a shift in the data collection method. Specifically, shifting the initial primary
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method of data collection from interviews, to focus groups. Having focus groups as the primary
method of data collection may have impacted the comfort, engagement, and the extent of
information shared by a participant. This may have potentially limited the amount a participant
talked and the detail given regarding their more negative experiences (e.g., barriers in planning,
or any dissatisfaction). In addition to focus groups, a semi-structured interview guide was used.
The semi-structured nature may have limited topics that a participant spoke about, and the depth
of conversation. This was accounted for by incorporating many opportunities for probes and
spontaneous conversation (related to the main question and probes) to occur.
Another way that COVID-19 impacted data collection was that all focus groups and
interviews had to be conducted over Microsoft Teams. It is known, and was expressed in
conversations with participants, that not all individuals are comfortable sharing ideas on a virtual
platform such as Microsoft Teams. This ultimately could have impacted a participant’s
engagement and depth of information shared during focus groups and interviews. However, this
was accounted for by scheduling a smaller number of participants in a focus group, allowing
participants to feel enhanced comfort in sharing experiences.
Finally, the double coding within the analysis was only completed on two transcripts.
Though similarity in high-level themes were consistent, the overall percentage of similarity was
low due to knowledge differences between the researcher and the assisting student.

Integrated Knowledge Translation Strategies
In the health and social sectors in Canada, co-production of knowledge is traditionally
referred to as integrated knowledge translation (IKT). IKT is defined as the development of a
collaborative relationship between researchers and stakeholders, for a mutually beneficial
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purpose, and to aid in decision-making (Gagliardi, Berta, Kothari, Boyko, & Urquhart, 2016;
Kothari & Wathen, 2013). A key component of an IKT plan is the concept of engaged
scholarship (Bowen & Graham, 2013). Engaged scholarship is defined as a collaborative
partnership between individuals within an academic institution, and stakeholders that takes
advantage of different perspectives to generate useful knowledge (Bowen & Graham, 2013;
Gagliardi et al., 2016). Useful knowledge is defined by Bowen & Graham (2013) as knowledge
that is created through collaboration of multiple stakeholders, is high quality, and relevant to end
users. Therefore, partnerships that are not overly collaborative may have decreased mutual
benefit, usefulness, and relevance to stakeholders (Bowen & Graham, 2013; Gagliardi et al.,
2016). Advocates of IKT argue that knowledge may not be transformed into action if the
questions that have been asked are not of importance to users (Bowen & Graham, 2013).
Traditionally, it may have been thought that end users were not using knowledge due to
lack of dissemination efforts from researchers; however, from an IKT perspective it is actually
suggested that knowledge is not used because it is not useful or relevant to program leaders,
service providers, and decision makers (Bowen & Graham, 2013).
Though counterintuitive, meaningful participation from program leaders, and service
providers does not mean they must dedicate an extreme amount of time or preparation in order to
collaborate with researchers (Bowen & Graham, 2013). IKT within the research aimed to reduce
community partner burden and did not assume that CND-OHT members were obligated to fulfill
researcher roles and responsibilities (Bowen & Graham, 2013). A key approach that was focused
on within the research was to ensure that CND-OHT Steering Committee members were
involved in discussion and decisions surrounding the evaluation planning, implementation, and
interpretation process (Bowen & Graham, 2013). More specifically, Steering Committee
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members attended a research proposal presentation and shared feedback related to evaluation
questions, and design. Additionally, evaluation updates were shared with CND-OHT members
throughout the entirety of the project, and findings will be shared with members in the form of a
community report.
Conclusions and Recommendations
The CND-OHT is an integrated care team that has been challenged by a global pandemic
very early on in its development. COVID-19 has had both positive and negative impacts on the
planning and preparation of providing integrated care to the geographic area of Cambridge-North
Dumfries. CND-OHT strategic planning has been negatively impacted; but relationships,
collaboration, and trust have been positively supported.
Collaboration that is intentional, is the first pillar of integrated care, as suggested by
Wodchis et al., (2014). Though the CND-OHT has not had a chance to develop a strategic plan,
members have laid a foundation of collaboration that will benefit them in a post-pandemic stage
of service implementation. As described by participants, they are anticipating that future
decision-making related to care provision will be more difficult than current decisions that have
had to be made thus far. However, the strong partnerships that have been developed will support
future planning and integration.
The CND-OHT members discussed five foundational partnership characteristics
important for member engagement in planning. The five foundational partnership characteristics
are accountability to members, appreciation and value of members, choice of optimism and hope,
commitment to integration, and a “no ego” mindset. The foundational partnership characteristics
supported integrated planning, decision-making, governance and overall CND-OHT
development. These five characteristics, along with the formation of strong, trusting
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relationships, places the CND-OHT in a good position to promote successful future care
planning and service provision between all stakeholders.
Finally, the CND-OHT common vision continues to develop through efforts to build
relationships that: share an awareness of realities, support individual strengths, provide a support
network, and build trust through experience.
The current exploratory evaluation was able to provide data on planning and development
processes including: (1) decision-making and engagement, (2) the development of member
relationships, and (3) key components to planning. Based on the presence of key ingredients and
contextual factors, the CND-OHT is ready to proceed with a process evaluation. Based on
findings of the study, recommendations include that the CND-OHT should:
1. Continue its work to support development of member relationships (within and
between committees) through collaboration, support and trust. Specifically, it should
continue to support opportunities to:
a. Build awareness of organization and member realities.
b. Promote individual member strengths
c. Support the maintenance of organization identity within the CND-OHT.
d. Support members instrumentally, socially and emotionally.
e. Share collaborative experiences between members.
2. Continue to develop a common vision for the CND-OHT, including by supporting the
formation of strong relationships, but also by:
a. Reiterating common goals for the CND-OHT.
b. Focusing on and supporting the five foundational partnership characteristics.
3. Include all committees in development of the CND-OHT future strategic plan. This
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will support decision-making, information flow, shared knowledge and opportunities
for member engagement.
4. Acknowledge and raise awareness of psychological and sociopolitical influences on
the CND-OHT. For example, it may be prudent to incorporate discussion or
conversations related to issues, including but not limited to:
a. Member fear and uncertainty (psychological influence).
b. The role the provincial government plays in the success of the CND-OHT
(sociopolitical influences).
5. Acknowledge inherent power differences that exist within the health, community, and
social care systems, how this might impact member dynamics, and create
opportunities to share power between traditional high, and lower power organizations.
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Appendix
Appendix A – Informed Consent Statement
WILFRID LAURIER UNIVERSITY INFORMED CONSENT STATEMENT
Cambridge North Dumfries Ontario Health Team: An Exploratory Evaluation
Principal Investigator: Megan Strazds-Esenbergs, Psychology Department, Wilfrid Laurier
University
Co-Investigator(s), and faculty advisor(s)/supervisor(s): Dr. Maritt Kirst, Psychology
Department, Wilfrid Laurier University
Client or sponsor: This research is being support by the Social Science and Humanities Research
Council of Canada
You are invited to participate in a research study. The purpose of this study is to document,
monitor and explore the development of the multidisciplinary team and the efforts of the
Cambridge North Dumfries Ontario Health Team. The researcher is a Laurier graduate student in
the Psychology department working under the supervision of Dr. Maritt Kirst.
Information
Participants will be asked to participate in an audio recorded interview with the Principal
Investigator and/or a research assistant. Interviews will be conducted over, telephone or
Microsoft Teams, video conferencing software. Participants are able to indicate to the researcher
what method of interview is preferred. Also, interviews that are conducted over Microsoft Teams
will not have participant or researchers’ cameras turned on during the interview. The study will
take about 45 minutes – 1 hour to complete. Data from approximately 30 research participants
will be collected for this study. Data will be collected from members of the Cambridge North
Dumfries Ontario Health Team Steering Committee, Primary Care and Specialist Committee and
the Patient, Caregiver and Family Committee.
The main objective being addressed within this study is exploring the development of the CND
OHT, and exploring if key elements necessary for implementation (as suggested in the literature)
are present in the CND OHT planning and preparation process. Questions regarding planning,
development of stakeholder relationships, CND OHT culture, leadership, governance structure,
satisfaction and expectations will all be addressed in participant interviews.
As a part of this study you will be audio recorded for research purposes only. You have the right
to refuse being audio recorded and still participate in the study. Only the Principal Investigator:
Megan Strazds-Esenbergs and her supervisor Dr. Maritt Kirst will have access to these
recordings and all information will be kept confidential. You will not be able to preview these
recordings. The recordings will be transcribed starting as soon as data collection begins in
November, 2020. Audio recordings will be deleted following transcription.
Risks
There is a small emotional risk that has been anticipated for participants. These feelings are
normal and should be temporary. You are under no obligation to answer anything that you don’t
feel comfortable with answering. The research team will not report any identifying information
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that could be used to identify participants. If you experience any lasting negative feelings as a
result of participating in this study, please contact the Principal Investigator and/or a local mental
health care provider (for resources in Waterloo Region, visit: https://cmhaww.ca/aboutcmha/contact-us/).
Benefits
Participants may benefit from the participation in this research project by participating in an
opportunity to contribute to knowledge regarding planning and preparation of integrated care in
Ontario. Participant experiences will help to inform future governance activities and better
understand what is working well thus far within the Cambridge North Dumfries Ontario Health
Team. The research will contribute to the body of literature/knowledge on implementation of
integrated care programs.
Confidentiality
The confidentiality of your data will be ensured by using an anonymous interview number which
will be linked to participants’ name in a password protected participant key document. Only the
Principal Investigator and her supervisor will have access to this document. No identifying
information will be recorded on the interviews or transcriptions. The data will be stored on Dr.
Maritt Kirst’s password protected Wilfrid Laurier OneDrive account.
You may feel concerned with a loss of privacy when asked to discuss your experiences with the
Cambridge North Dumfries Ontario Health. With such a small and specific sample, you may be
concerned that your contributions will be identifiable in publications and presentations. We will
keep everything you say confidential and private, however identifying information may be
associated with your responses. Any identifiable information will be treated with great care to
ensure only members of the research team have access to this information. Should you consent to
the use of quotations, they may be used in write-ups and/or presentations on this research;
however, the quotations will not contain any information that allows you to be identified. Any of
your quotations the research team may wish to use will be sent to you via email for your
approval prior to use. Please be aware that confidentiality for any data sent over the internet
cannot be guaranteed.
The researchers will destroy identifiable information by August 31, 2021. De-identified data will
be retained indefinitely, and may be reanalyzed as part of a future project (i.e., secondary data
analysis).
There are situations where we cannot guarantee confidentiality and/or anonymity. If you reveal
information that you may harm yourself or someone else or if a child needs protection, the
research team is required to contact the relevant legal authorities.
If you consent, quotations will be used in write-ups/presentations and will not contain
information that allows you to be identified. You will be able to vet your quotations by
indicating your preference to the researcher at the time of the interview or post interview. You
may refuse the use of direct quotations and still participate in this study.
Contact
If you have questions at any time about the study or the procedures or you experience adverse
effects as a result of participating in this study you may contact the Principal Investigator,
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Megan Strazds-Esenbergs, stra9300@mylaurier.ca. You are also able to contact the Principal
Investigator’s supervisor, Dr. Maritt Kirst, mkirst@wlu.ca.
This project has been reviewed and approved by the University Research Ethics Board (REB#
6643), which receives funding from the Social Science and Humanities Council of Canada. If
you feel you have not been treated according to the descriptions in this form, or your rights as a
participant in research have been violated during the course of this project, you may contact
Jayne Kalmar, PhD, Chair, University Research Ethics Board, Wilfrid Laurier University,
(519) 884-1970, extension 3131 or REBChair@wlu.ca.
Participation
Your participation in this study is voluntary; you may decline to participate without penalty. If
you decide to participate, you may withdraw from the study at any time without penalty. You
have the right to refuse to answer any question or participate in any activity you choose.
If you withdraw from the study, you can request to have your data removed/destroyed by
emailing the Principal Investigator until April 31, 2021.
Feedback and Publication
The results of this research might be published/presented in a thesis, journal article, conference
presentation or community report. Only aggregate findings and no individual responses will be
reported. The results of this research may be made available through Open Access resources. An
executive summary of the findings from this study will be available by August 31, 2021. You
can request the executive summary by e-mailing stra9300@mylaurier.ca.
Consent
I have read and understand the above information. I have received a copy of this form. I agree to
participate in this study.
Participant's verbal consent: Verbally indicate Yes or No Date: Verbally indicate the date
I agree to the use of de-identified quotations in the presentation and/or publication of results.
Participant's verbal consent: Verbally indicate Yes or No Date: Verbally indicate the date

I agree to the audio-recording of interviews.

Participant's verbal consent: Verbally indicate Yes or No Date: Verbally indicate the date

It is advised that you print or save this consent form and/or record the researcher contact
information in the case that you have any questions or concerns.
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Appendix B- Interview Guide
Interview Guide for Steering Committee & Primary Care Members
This is a reminder that participation in the study is voluntary and you are able to withdraw from
the interview at any time. The interview will be audio recorded and will be transcribed postinterview. All quotations used from the interview will not be linked to anyone specifically and
contain no identifying information.
Do you have any questions before I turn the recorder on?
I’ve started audio recording.
We’re interested in learning about your experiences in the development and planning of the
Cambridge North Dumfries Ontario Health Team. This information will help to inform
implementation of the CND-OHT and improve future planning and preparation of Ontario
Health Teams and other integrated care programs.
A. Key Ingredients and Mechanisms
1. What do you see as the overall objective or goal of the CND OHT?
a. What is the CND OHT trying to achieve?
2. Could you describe the relationships between CND OHT members thus far?
a. How are relationships being formed?
3. What is the culture within the CND OHT like?
a. Are there aspects of the culture you like or dislike?
4. Who takes leadership within the CND OHT?
a. What are your thoughts or feelings on this?
5. Which members play a leading role in decision making within the Cambridge North
Dumfries Ontario Health Team?
a. What would you say contributes to this?
6. How satisfied are you with the way the CND OHT is being planned and prepared thus
far?
a. Why do you feel this way?
7. What is unique about the CND OHT?
B. Program Planning & Preparation
1. How was Cambridge North Dumfries Ontario Health Team (CND OHT) developed?
2. How did members partner to develop the CND OHT?
a. What is the governance structure like?
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b. How have partners been engaged?
3. Could you describe any incentives of being a member of the CND OHT?
4. Could you describe who invests resources into the CND OHT?
a. This could be any resource that supports the CND OHT (E.g., financial, human,
technological).
5. What are your expectations for the CND OHT?
a. Why is this type of integrated care team needed?
6. Could you describe how member expectations have been outlined?
a. Describe what is/has been expected of you thus far.
7. Why would you say the Patient, Caregiver and Family Committee was initiated?
a. Was there a particular value or motive for this?
8. What do you think patient, caregiver and family voices add to the planning, preparation
and future implementation of the CND OHT?
9. Could you describe the outcomes that are a priority for the CND OHT?
10. Have there been changes in planning or preparation due to COVID19?
a. What areas have you seen changes?
11. What successes or challenges have you experienced thus far?
a. At an organizational level (e.g., within partner organizations?
b. At a CND OHT level?
12. How can (or are) any of these challenges be addressed moving forward?
13. What aspects of planning and preparation require improvement?

C. Wrap-up
1. Is there anything else you would like to add about the planning process that you
haven’t had a chance to mention?
2. As I bring this interview to a close, I would like to know about your experiences (how
you feel, what you are thinking) about having participated in this interview today. Is
there anything we could do to improve the interview?

I am now shutting off the audio recorder. Do you have any final questions?
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